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ENDOMETRIOMA OF THE FEMALE GENITAL ORGANS 


Frank A. Pemsperton, M.D.* 


BOSTON 


HE treatment of endometrioma is simple 

when the indications for stopping the secre- 
tory function of the ovary, either by removal of 
the ovaries or by the use of x-ray or radium ther- 
apy, are clear. This disease is most common dur- 
ing the third and fourth decades of life when 
it is not desirable to do radical surgery on account 
of the interruption of endocrine activity and child- 
bearing. Unfortunately, most cases have many 
foci of the disease, all of which cannot be removed, 
and so long as there is any ovarian secretory func- 
tion, the areas left after operation may continue to 
grow. It is desirable to use conservative treatment 
whenever possible, and this discussion is an in- 
quiry into the results of such treatment. 

Three hundred and seventy cases of endometri- 
oma have been treated at the Free Hospital for 
Women in the last 35 years by the various mem- 
bers of the staff. The diagnosis was made by 
pathological examination in all cases. The method 
of treatment is listed in Table 1. Radical treat- 








TABLE 1. Method of Treatment. Endometrioma (370 
Cases). 
Treatment No. Per 
Cases Cent 
Radical treatment (one death—embolus) 241 66 
Conservative treatment I coms ga 129 34 
ree ee ee ey 370 
Radical treatment 
Supravaginal hysterectomy.......... 222 92 
Complete hysterectomy.............. 19 8 
TN 80s ne Sad cals le eee 241 





ment means a hysterectomy and bilateral salpingo- 
oophorectomy. Conservative treatment means the 
preservation of the uterus and some ovarian tissue 
or the use of radium or x-ray. Two hundred 

Read at the annual meeting of the New England Surgical Society, Sep- 


tember 25, 1936, at Bridgeport, Conn. 
*Clinical professor of gynecology, Harvard Medical School. 


and forty-one patients (66 per cent) had radical, 
and 129 (34 per cent) had conservative methods 
used. There was one death, which was from em- 
bolism after a supravaginal hysterectomy. This 
low mortality was unexpected, for a characteristic 
of these cases is the presence of widespread, dense 
adhesions between the pelvic organs and the in- 
testine, the broad ligaments, the pelvic wall in 
the region of the internal iliac vessels, the rectum 
and the posterior cul-de-sac. If trauma is a large 
factor in the cause of embolism, one would expect 
it more often after these operations. A good deal 
of raw surface has to be left at times, especially 
in the posterior cul-de-sac and on the back of the 
uterus, which results in the formation of adhesions, 
and necessitates some of the secondary operations. 


Table 1 shows that of the radical operations 222 
(92 per cent) were supravaginal, and 19 (8 per 
cent) were complete hysterectomies. When the 
disease is widespread enough to require radical 
treatment, the rectum is often adherent to the 
back of the uterus in the region of the internal 
os, and the tissue is so friable that dissection 
in that region is uncertain. We have believed 
the supravaginal operation to be safer in average 
hands for that type of disturbance. Experience 
in the last 3 years, however, has shown us that 
a complete hysterectomy can be done without 
much added risk if one desires to remove a dis- 
eased cervix, and, furthermore, offers a dependent 
opening for drainage from oozing surfaces when 
necessary. The complete operation is not often 
required, for many cases are sterile and the cer- 
vix is normal. 


We are interested in the 129 patients on whom 
conservative operations were done. 


The type of operation performed at the first 
treatment is shown in Table 2. This shows only 
the chief operation, for most cases had a suspen- 
sion of the uterus and an appendectomy also, and 
many had vaginal plastic procedures. The sus- 
pension is done to prevent the uterus from becom- 
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ing adherent in a position of retroversion, and this 
is very important when a large raw surface is 
left in the posterior cul-de-sac. Six of the patients 
were treated with x-ray or radium. Their chief 
symptom was flowing, and the examination under 


TABLE 2. Type of Conservative Operation at First Treat- 
ment (129 Cases). 








Operation No. Cases 
Salpingo-oophorectomy .............0.000.e0e0e. 20 
Salpingo-oophorectomy; resection of other ovary... 9 
NS ie kw ne sey akan eas eee Les 16 
Oophorectomy; resection of other ovary........... 4 
Resection of ovary 

Ee terre pe 28 
a ne hid dikes 0A Vaka 6 a6 2s Waris 13 
With other implants.......... Se celadiane dais 5 
Excision of local endometrioma.................. 28 
Radium or x-ray.............. Y. render te 6 
Ne ties 5 ol noe dal geet ede 129 
Coincident myomectomy.....................+6 26 
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that menstrual blood contains pieces of viable en- 
dometrium. A curettage precedes many plastic 
operations on the vagina, and it is surprising that 
an endometrioma does not appear more frequent- 
ly after such procedures. One of these patients 
with vaginal endometrioma had had a perineor- 
rhaphy 21 years before. 

Table 4 shows that there is no follow-up on 22, 
leaving 107 patients for our study. Thirty-eight 
(29 per cent) needed further treatment; that is, 
they were failures. Thirty-five were treated again, 
and it is noteworthy that 19 required this further 
treatment within 2 years of the first operation. It 
would seem that a conservative operation may 
promote the disease, probably by opening up 
walled-off areas and so allowing it to spread. 
Three of these women had pregnancies before the 
second treatment became necessary. The type of 


TABLE 4. Result of Primary and Type of Result of Sec- 
ondary Treatment. 





anesthesia revealed no tumors in the pelvis. Thev 
all needed secondary operative treatment at which 
time the true diagnosis was made. Twenty-six 
patients had a coincidental myomectomy. Fibroids 
are a common finding in this disease, and this sug- 
gests that there is an endocrine stimulus among 
the causes of endometrioma, since we find fibroids 
in cases of functional menorrhagia, not as a cause 
but as an accompaniment. 

Twenty-eight (21 per cent) of the patients had 
no gross sign of ovarian involvement. We do not 
believe it is generally realized that this is a com- 
mon occurrence. The actual percentage for the 
whole series is much smaller (7 per cent) since 
the foregoing ratio applies to the i129 favorable 
cases only. 

The anatomic distribution as determined by 
pathological examination is shown in Table 3 to be 


TABLE 3. Anatomic Distribution of Lesions Found at 
Conservative Operation (129 Cases). 








Single ovary........... 83 Anterior cul-de-sac... l 
Both ovaries........... 14 Rectovaginal septum... 2 
NG én vy oie a Gees 14 Femoral hernia sac..... 2 
ae Se ae Se > | 
Broad ligament........ 4 Abdominal scar........ 3 
Round ligament ....... > eee 3 
Posterior cul-desac..... 3 Vagina ............... 4 





exceedingly varied, and suggests that one should 
examine the pelvic and contiguous organs care- 
fully if one is to diagnose all cases. Again, one 
must remember that these are the favorable cases, 
yet they show a wide distribution. 

The occurrence in the vagina and cervix is not 
common, but it is well recognized, and the won- 
der is that it does not happen oftener considering 


No. Cases 
Follow-up on conservative operations......... 129 
GN ata oar. ats ca abate RANK Rais: Sa bibe 22 
is ssh alinvehbrictipaa.s ed hkeaaceoele 107 
Followed 1- 4 years...... aie 47 
over 5 years 60 
Cases needing further treatment............ 38 
PGEOOG COMUMIERE. . 2... ccc cee esse 3 
ae Se WIE, o Ponaxahca Macarena. 35 
Treated during Ist year...... 8 
~  @n6 708 ..... 1] 
— » ae 
a | 12 
Follow-up on treated cases................ , 35 
RE eee ee See 6 
I sci aaica caidas es each cau 29 
Type of secondary treatment 
Supravaginal hysterectomy a aisisar delet ela 20 
nn ig ecg ea 4 
Conservative operation................. 4 
Pe Ds obo ic vcs dxbs orckwnve’ 7 





*Three had pregnancies before second treatment. 


treatment is shown in Table 4; a radical secondary 
operation was done on 24, another conservative 
operation on 4 and x-ray or radium was used 
on 7. 


We feel that it is good practice to use x- ray for 
secondary treatment ‘if the chief symptom is flow- 
ing and if any pain comes with menstruation, but 
not under other circumstances. Small tumors 
of the ovary atrophy, and the patient has a meno- 
pause just as she would have if a radical opera- 
tion had been performed. We are cautious in the 
use of radium in these secondary treatments be- 
cause the intestine may be adherent to the uterus, 
especially if a myomectomy was performed at the 
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first operation, and it may be devitalized by 
radium placed inside the uterus. 

We have no follow-up on 6 of the re-treated 
patients, but the remaining 29 are well. 


TABLE 5. Location of Endometriomas and Other Find- 
ings in Cases Resulting in Failures After Conservative 
Operation (35 Cases). 





First Second 
Operation Operation 

RECO E AE Leee 21 12 
eee ere 9 7 
Nei Ps oi he ig ahs bbs 0 1 
Sok Sire bE ie ails 2 l 
Round ligament............... 2 0 
Posterior cul-de-sac............ l 0 
Abdominal scar............. : 0 3 

RRS SAE Geese oS 

Adhesions eg 3 

Pelvic inflammation 2 

Menorrhagia ....... 3 
No endometrioma 11 





*Coincidental. 


Table 5 is a comparison of the pathology found 
at the first and second operations in the group of 
failures. When endometrioma was present at the 
second operation, the distribution was practically 
the same as at the first, the chief exception being 
the tumors in the abdominal wall. 

Three conservative operations were followed by 
an endometrial tumor in the abdominal wall. 
One patient had an oophorectomy and myomec- 
tomy, and 6 years later the secondary tumor was 
removed. The next had an oophorectomy, the 
new tumior appearing in 5 years, and the last one 
was operated on for the second time 2 years after 
a lysis of adhesions due to endometrioma. One 
of these patients complained of tenderness in the 
mass at cach menstrual period. These tumors are 
probably implanted at the primary operation. It 
is not surprising that this occurs when one con- 
siders that it is unusual to be able to remove a 
chocolate cyst without rupturing it (since it is 
strongly adherent), and so spilling its contents, 
together with pieces of viable endometrioma from 
the cyst wall. We see no way to avoid such im- 
plantations except by careful protection of the 
sides of the incision. 

The important observation shown by this tabu- 
lation is that 11 (31 per cent) showed no evidence 
of endometrioma at the second operation, the rea- 
sons for performing the operation being fibroids, 
menorrhagia, adhesions and pelvic inflammation. 
The first three conditions, however, are frequently 
found with endometrioma and could have been 
avoided by radical treatment at the first operation. 

One good reason for doing conservative opera- 
tions is to relieve the sterility that commonly ac- 
companies this disease. The causes of such ste- 
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rility are indefinite. The tubes are practically al- 
ways patent. When the ovaries are involved, they 
are adherent to the broad ligament, uterus or bot- 
tom of the pelvis, and are frequently covered with 
adhesions, but normal corpora lutea may be readily 
found. Of course, if there are large cysts, the ova- 
ries are practically destroyed. The uterus is retro- 
verted, which may be a slight factor in the sterility, 
and the fibroids which are so commonly found 
may be another but usually an unimportant one. 
It would seem as though the chief cause for sterility 
were the position of the ovary, which is adherent 
with its normally free border down, and in such a 
position that the fimbriated end of the tube might 
have difficulty in reaching a follicle. 

Table 6 shows that 76 of the 107 patients followed 
were married and in the childbearing age; 19 of 
them became pregnant; 10 had been pregnant be- 
fore operation but had secondary sterility, that is, 
several years had elapsed between the last preg- 
nancy and the operation. 

Seventeen of the 19 that became pregnant have 
had only one pregnancy and, up to the present, 
only 3 have had further treatment—a hysterectomy 
in each case. We do not understand why the 
others should not have had more pregnancies since 
the disease has not progressed enough to require 


TABLE 6. Cases of Pregnancy. 








Cases followed 107 
ee ee eee 31 


ER a ae ee ee 76 


Postoperative pregnancy..... 19 
Pregnant before op- 

eration 

Two or more preg- 

nancies 


Result of postoperative pregnancy* 
rng cin anCadebadens<hewe 17 


“ 


I oobi scab tnoceebaeisdacéuce 21 


Normal babies (1 case of twins).... 18 
Miscarriages 





*Time from operation to first pregnancy was 1/2 to 7 years (average 
2 1/3 years). 


attention. The other 2 have been pregnant only 
twice. The interval between operation and preg- 
nancy averaged 2 1/3 years. Nineteen pregnan- 
cies resulted in 15 normal deliveries and 4 miscar- 
riages, and 2 were ended by cesarean section. 

The anatomic distribution of the disease in 
these 19 patients is shown in Table 7 to be rela- 
tively simple as compared with the whole 129, it 
being confined almost wholly to the ovaries. How- 
ever, in 1 case there was a cyst 15 cm. in diameter 
in one ovary, 1 case had a minute area, and the rest 
had cavities from 2 to 8 cm. in diameter; so the 








disease was well advanced in most of the cases. 
From reading the descriptions of the operations 
one gains an impression that most of these cysts 
had not ruptured before they were treated. 

There are two reasons for doing a conservative 
operation in the presence of this disease, which 
progresses so long as any ovarian hormone is being 
secreted, and which is so difficult to eradicate be- 
cause of the small implantations that are over- 
looked or cannot be removed: (1) to conserve the 
endocrine function, and (2) to relieve sterility. 
Conservative operations in our hands have resulted 
in 29 per cent of failures, which means that we 
have been too conservative. To be sure, 11 of the 
38 failures were not due to endometrioma as 9 of 


TABLE 7. Anatomic Distribution of Lesions and Type 
of Operation in Patients with Postoperative Pregnan- 
cies (19 Cases). 








Single ovary... l 

Both ovaries..... 

Posterior cul-de-sac 

i ee hele er 
Coincident fibroid...... 


Salpingo-oophorectomy .......... 


wet few Vi 


kaise guns a aha bor 4 Is RV so ete ES 


Resection of ovary 
Sree 
Bilateral behest 
And other implants......... 

Excision of other sites. . 


MNmNhd VI 


Coincident myomectomy 


> 





them were caused by menorrhagia, fibroids and ad- 
hesions, which are frequent coincidental findings. 
Twenty-five per cent of the patients did become 
pregnant after operation, which is a good record. 
One may say, therefore, that, if the patient is in 
the childbearing age, it is fair to try a conservative 
operation. Success is more likely to occur in those 
patients who have a relatively simple pathologic 
condition, that is, involvement of only one ovary 
or of both. It is probable also that the patient will 
have only one pregnancy after the operation, which 
may have some influence in deciding the method 
of treatment. If the patient already has had sev- 
eral children it would not seem sensible to run the 
risk of a second operation. 

If pregnancy is not a factor in the decision be- 
tween radical and conservative treatment, it is bet- 
ter to lean toward the former method because of the 
high percentage of failures among those receiving 
the latter. Furthermore, if the conservative oper- 
ation is a failure, the patient stands an even chance 
of requiring another major operation within 2 
years. We cannot classify the pathologic findings 
at operation in any way that will make clear which 
patient should have radical treatment and which 
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conservative treatment. We feel that the grounds 
for conservative treatment must be strong and 
clear in order to justify it. 

On the other hand, a conservative operation may 
be justified because this is not a malignant disease, 
and furthermore we believe that it is good prac- 
tice to treat some of the recurrences with x-ray. 
We have done this with a few patients during the 
past 5 years with satisfactory results, thus avoid- 
ing a second major operation. The patient 1s 
examined every 3 months, and if a tumor is found 
that shows growth at successive observations, the 
X-ray treatment is given. The tumor atrophies, 
and the patient has no return of symptoms. As 
to how large the tumor should be allowed to be- 
come we cannot say. It is believed that many 
chocolate cysts rupture and spread the disease 
when the intracystic tension becomes great enough, 
but at what size rupture occurs is not known. It 
is desirable to give the x-ray treatment before 
then, and this must remain a matter for individual 
judgment. One must remember that a corpus 
luteum causes temporary enlargement of the ovary, 
so that the decision to begin treatment should not 
be made after only one or two examinations. 

Regarding technic, we always do a hysterectomy 
if we remove the ovaries, because the uterus then 
becomes a useless organ, potentially dangerous if 
there is a raw area on it for other organs to be- 
come adherent to, and because cancer may de- 
velop in it at any time. The added risk of remov- 
ing it is not so great as the potential danger in 
leaving it. A suspension of the uterus is always 
the final step in the conservative method, to pre- 
vent an adherent retroversion and to lift the ovaries 
out of the bottom of the pelvis, where they might 
become fixed. 

When endometrioma recurs after a conservative 
operation, it is accompanied by the usual symptoms, 
the chief one being dysmenorrhea. In an attempt 
to avoid that pain, we have been doing a pre- 
sacral neurectomy when a conservative operation 
is performed. The objection to this procedure is 
that endometrium may be transplanted into the 
retroperitoneal tissue just as into the abdominal 
wall. Therefore, we do the neurectomy as the 
first step in the treatment, cover the peritoneal in- 
cision with gauze and then proceed with the pelvic 
dissection. Not enough time has elapsed to allow 
us to draw any conclusion as to the value of the 
method. 

330 Dartmouth Street. 


Discussion 


Dr. Georce C. Witkins, Manchester, N. H.: This 
review of 370 cases of endometriosis by Dr. Pemberton 
is a most interesting and instructive résumé of the ma- 
terial from a gynecologic service whose staff is trained 
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in meticulous and painstaking clinical and pathological 
observation. To be sure, the study covers a period of 
35 years, but the total incidence of the disease is surpris- 
ingly large. 

In the short time at my disposal after finding I 
was to discuss this paper, | communicated with twelve 
of the largest hospitals in New Hampshire, and found 
only seven records of clinical endometriosis. A super- 
ficial analysis of the material at the State Pathological 
Laboratory for the past 2 years—a total of 6,000 speci- 
mens—showed 2 cases of endometriosis of the umbilicus, 
10 to 15 adenomyomas of the uterus, 2 of the broad 
ligament, 2 implants in the abdominal wall and several 
in the fallopian tubes. In one hospital having a resident 
pathologist for the past year, endometriosis was demon- 
strable in 5 out of 400 specimens. I am_ presenting 
these sketchy figures in comparison with the accurate 
statistics presented by Dr. Pemberton, merely to bring 
out the fact that in many hospitals the clinical recognition 
of endometriosis is probably frequently overlooked. Un- 
doubtedly, endometriosis of the ovary with chocolate 
cysts and the characteristic firm adhesions has many 
times been considered as being the result of an inflam- 
matory process. The recognition of this pathologic 
process should make one alert, and should lead to a 
thorough investigation of the pelvis and adjacent por- 
tions of the intestinal tract. One must remember, how- 
ever, that all hemorrhagic cysts of the ovary cannot be 
proved to be of endometrial origin. In 1 case which 
was operated on in Keene, the adhesions resulting from 
endometriosis of the ovary caused acute intestinal ob- 
struction, and the pathologic cause was recognized at the 
operation. 

Many more cases are diagnosed from the pathologic 
specimens than are diagnosed as a clinical cause for 
operation, and it might be suggested that it would be 
well for pathologists always to indicate the histologic 
diagnosis of endometriosis in their reports on account of 
its possible future importance to the patient. 

Dr. Pemberton’s Table 3, showing the anatomic dis- 
tribution in 129 cases, is instructive because, as would be 
expected, it demonstrates that there is a much greater 
incidence of this condition close to the uterus—the oc- 
currence being 119 times in the uterus, ovaries and 
tubes. The greatest incidence, 83, occurred in a single 
ovary. This indicates a narrow spread and is perhaps 
one argument against the theory of lymphatic transmis- 
sion. 

Dr. Pemberton’s explanations of desirable technical 
procedures in conservative surgery are conclusive, and 
seem to need no comment except one of general ap- 
proval. His discussion of radical versus conservative 
surgery, with a presentation of the governing factors, 
is both judicious and reasonable. 


Dr. Grorct A. Leann, Jr., Boston: I think that we 
must all feel that Dr. Pemberton is very much to be 
congratulated on the low mortality that he records in 
the large number of cases in his series. It is certainly 
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heartening to know that this type of major pelvic sur- 
gery can be undertaken with very little risk to the pa- 
tient. I think it is also of utmost importance that we 
should all realize that conservatism in the treatment 
of this condition in certain decades of the life of the pa- 
tient can be justified by a reasonable expectation of a 
subsequent pregnancy. 


In looking over my own personal records for the 
past 5 years I find that I have had 15 cases proved by 
pathological examination. Of these, 9 were treated by 
complete hysterectomy, 4 by vaginal hysterectomy and 
2 by radium. The majority complained characteristically 
of increasing pelvic pain of the dysmenorrheic type. 
One such patient is perhaps worth calling attention to. 
She was a multipara of 38 years who had had for many 
years low pelvic pain and leg discomfort, which was ac- 
centuated at the time of her periods. Four weeks prior 
to her operation she had remained in bed on ac- 
count of pain in the legs, exquisite sensitiveness that did 
not permit the weight of a sheet on her shins, and 
symmetrical swelling from knees to ankles without evi- 
dence of any varicosities. Although the preoperative 
diagnosis of endometriosis was made and multiple scat- 
tered implants were found in both the anterior and 
posterior cul-de-sacs as well as in both ovaries, at opera- 
don, I was disappointed that I was unable to demon- 
strate any gross tumor which might account for the 
symptoms and signs in the patient’s legs. Nevertheless, 
much to everyone’s surprise, from the moment of re- 
covery from the anesthetic until the present time (over 
2 years) the patient has been without pain in the pel- 
vis and legs, and the swelling has very nearly disap- 
peared. 


There is one other case which I would like to put on 
record as indicative of a possible danger in the com- 
plete operation in this type of case. A multipara of 44 
had had two previous pelvic operations, one for an 
ovarian cyst, type unknown. She presented herself 12 
years after the last operation complaining of increasing 
pelvic discomfort, due presumably to enlargement of a 
fibroid tumor. At operation I found the fibroid to be 
low down at the level of the internal os. There were 
dense adhesions from it to the rectum throughout the 
whole posterior cul-de-sac. The possibility of inad- 
vertently opening the rectum was fully appreciated at 
the time, and every effort was made to avoid doing so. 
Careful inspection after removal of the uterus failed to 
show any such opening. Furthermore, care was taken 
in closure of the pelvic floor as a safeguard against any 
unseen opening. The patient died 4 days later. At 
autopsy there was found a perforation, 1 mm. in size, 
which had allowed sepsis to enter the retroperitoneal tis- 
sue of the pelvis and to ascend retroperitoneally into the 
right gutter as high as the diaphragm. Although this 
unfortunate result must of necessity be attributed to an 
error in technic at the time of the operation, never- 
theless it is reasonable to suppose that if the surgery 
at either of the two previous operations had been less 
conservative the patient might be alive today. 
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ENDOMETRIOSIS AS A CAUSE OF ACUTE INTESTINAL OBSTRUCTION 


James J. Heppurn, M.D.* 
BOSTON 


LTHOUGH knowledge of the existence of 

such clinical entities as hemorrhagic cysts of 
the ovary, adenomyomas of the uterus, and perito- 
neal hemorrhagic cysts in the pelvis dates back to 
the very beginning of pelvic surgery, only in mod- 
ern times has a real appreciation of the condition 
which we know as endometriosis come about. 

Rokitansky, in 1860, described a glandular struc- 
ture in uterine fibromas. Cullen,’ in 1885, de- 
scribed his first case of adenomyoma of the uterus, 
showed the similarity between the glandular phase 
of the tumor and the uterine endometrium and 
suggested that the tumor endometrium arose from 
the uterine mucosa. Cullen,* in 1919, wrote a clas- 
sical article on the distribution of adenomyomas 
containing uterine mucosa. Sampson, in 1921,° 
published his epochal paper on perforating hemor- 
rhagic (chocolate) cysts of the ovary. In this arti- 
cle he propounded the theory that the endometrial 
transplants, or endometriomas, were caused by 
reflux of menstrual fluid through the tubes with 
implantation of bits of endometrium in various 
parts of the pelvis. Since that time many articles 
have appeared, for the most part focusing atten+ 
tion on one or another theory as to the cause of 
the disease. As Miller’? says: “This may truly 
be called a disease of theories, for more sugges- 
tions as to the origin of these islands of ectopic 
endometrium have been offered than for any other 
phase of pelvic pathology.” 

Some of these theories follow: 

1. That of Sampson, who states that the tumors 
are caused by the escape from the tubes of men- 
strual fluid containing pieces of endometrium, 
their implantation, and their growth on the host 
organ. 

2. That they develop in adult life from fetal rests 
of the Mullerian and Wolffian structures. 

3. That there are metastases through the blood 
or lymph stream. (Sampson has demonstrated the 
presence of endometrium in the veins and lym- 
phatics of the uterine wall.) 

4. That there is a metaplasia of the endothelial 
cells of the peritoneum into cells resembling those 
ot the endometrium, and the disease is the result 
of an inflammatory reaction. 

The multiplicity of theories, the above list being 
by no means complete, is indicative of the fact that 
no one of them will cover all cases. Sampson 
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agrees to this, but his theory certainly explains 
more cases than any other, if not all the others 
combined. 

Sufficient attention has been centered on this 
subject to change it from a surgical curiosity to a 
matter of everyday experience. Green-Armytage’® 
found the condition in 8.9 per cent of 1,000 con- 
secutive abdominal operations. These implanta- 
tions may occur in a great variety of locations, 
either within the abdomen or on the abdominal 
wall. Cullen’ gives the distribution of endometri- 
omas in the following order of frequency: 


Body of uterus 
Rectovaginal septum 
Uterine horn and tube 
Round ligament 
Ovary 

Utero-ovarian ligament 
Uterosacral ligament 
Sigmoid 

Rectus muscle 
Umbilicus 


J. C. Masson,” of the Mayo Clinic, gives the fol- 
lowing distribution of endometriomas: 


Uterus : coty 482 
Ovary poae 77 
Pelvic peritoneum ' 24 
Fallopian tube 22 
Rectovaginal septum ; ae 
Uterine ligaments 19 
Sigmoid Reece epee ee 14 
Vaginal wall eS 10 
| | rere , 10 
Umbilicus 6 
Tleum 2 
Bladder 2 
Appendix | 


Endometriosis, a term suggested by Sampson, 
means the presence of endometrium, or endome- 
trial-like tissue, outside the cavity of the uterus. 
This tissue reacts to the same stimulus as the uter- 
ine mucosa, that is, the ovarian hormone. When 
the menstrual cycle starts, the ectopic endometrial 
tissue functions in the same way as the uterine 
mucosa. Thus we have the phenomenon of men- 
struation taking place in a cyst from which the 
fluid cannot escape, continuous enlargement of 
that cyst, and finally its rupture. 

Symptoms vary with the location of the cyst. 
Most common symptoms are low pelvic pain, back- 
ache, dysmenorrhea of the acquired type, menor- 
rhagia, metrorrhagia and dyspareunia. The his- 
tory is often of assistance in the diagnosis. The 
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condition occurs between the ages of 25 and 40. 
The symptoms are exaggerated during menstrua- 
tion. Constipation is frequent and becomes more 
and more obstinate. 

Physical examination may reveal tender, fixed, 
tubo-ovarian masses; shotty, nodular growths in 
the rectovaginal septum; or large cysts easily pal- 
pable above the pubis. The diagnosis, however, 
is usually made at operation. 

In the gross, endometriomas look like small 
purplish nodules, often 6 mm. or less in diameter, 
and are found on the ovary, tubes, or adjacent 
structures. The other extreme in size is the large 
adherent hemorrhagic cyst, invariably densely ad- 
herent to adjacent structures. The colors of the 
implants vary from dull grayish yellow to bright 
red, depending upon the time-relation to the men- 
strual cycle. They are frequently puckered, and 
may then have the appearance of a scirrhous car- 
cinoma. 


The course of the disease gives a direct clue 
to the treatment. Since activation and exagger- 
ation of symptoms are caused by ovarian stim- 
uli, at such times as these stimuli are lacking, 
the growths regress and the symptoms abate, 
often to the point of complete cure. Mutilating and 
dangerous operations should be avoided, since the 
removal of all ovarian tissue alone will result in 
cure. In women under 35, ovarian resection may 
be done, but an attempt should be made to save 
some ovarian tissue. The growths in the recto- 
vaginal septum and the multiple nodular implants 
should -not be disturbed. Those involving the 
bowel need no extensive resection except in the 
case of complete obstruction. To quote Hutchins:* 
“In patients over 35 years of age, all ovarian tis- 
sue should be removed, for it is known that the 
ovary furnishes the stimulus to the growth of these 
implants, and no matter how extensive they may 
be, they will regress if all ovarian substance is re- 
moved.” Later in the same article he says: “The 
recognition of the lesion in the ovary has so far 
saved me from any resections of the sigmoid or 
rectum, even with a maximum degree of obstruc- 
tion.” 

Radium and x-ray in castration doses have been 
widely used in the past, but on account of obvious 
dangers, such as a lighting up of a latent pelvic in- 
flammatory process, and on account of the lack of 
security in result, they are no longer in general 
use. The correct treatment is surgical—conserva- 
tive in the young, and radical in persons at or near 
the menopause. 

One of the commonest symptoms is constipa- 
tion that is at its worst during menstruation and 
is progressive in character. Occasionally this may 
cause alarming signs of partial or complete ob- 
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struction because the bowel has become involved 
by ingrowth or pressure from a nodule or cyst. 

The following is an account of a case that actu- 
ally went on to complete obstruction. This case 
is unique in my experience, and in that of the 
pathologist who examined the specimen, Dr. Olga 
C. Leary. 


Case. Mrs. E. D. H. was operated on on February 1, 
1933, at St. Margaret’s Hospital, Dorchester, by one of our 
prominent gynecologists. Diagnosis on admission was 
ectopic pregnancy, but at operation the fimbriated end 
of the left tube was found to be adherent to the sigmoid. 
The surgeon recognized the condition as endometriosis, 
separated the adhesions, and removed the appendix. Con- 
valescence was uneventful. She had no further trouble, 
except severe constipation, until September, 1935, when 
she had an attack of left-sided abdominal pain accompa- 
nied by nausea and vomiting, which lasted 4 or 5 days. 
This occurred during one of her menstrual periods. She 
then had similar attacks, though less severe, with each 
period. About Christmas, 1935, she had another severe 
attack, returned to St. Margaret’s Hospital, and came under 
my care on December 27. A barium enema showed dis- 





FIG. 1. 
of the clamp on the spur. 


Semidiagrammatic sketch showing extreme slanting direction 


tortion of the sigmoid, but failed to show obstruction. 
She was distended and quite tender in the left lower quad- 
rant. Bowel movements were small and painful. She 
had some external hemorrhoids and a very spastic sphinc- 
ter. In order to remove any reflex effect that these might 
have on the colon, I dilated the sphincter and removed 
the hemorrhoids. She was greatly relieved and went 
through her January and February periods fairly com- 
fortably. Her next period, in the latter part of March, 
precipitated a very severe attack of abdominal pain and 
distention accompanied by nausea and vomiting, that did 
not end with the cessation of the period. She returned 
to Boston and entered the same hospital. She was in great 
distress, vomiting everything she ate, and had lost consid- 
erable weight. A barium enema on March 30, 1936, 
showed complete obstruction of the sigmoid. 

Operation on April 1, 1936, disclosed a hard, nodular, 
infiltrating lesion opposite the mesenteric border of the sig- 
moid, which completely blocked its lumen. Grossly, it ap- 
peared like carcinoma. The first stage of a Mikulicz par- 
tial colectomy was done. On April 3, 1936, the proximal 
loop of colon was opened with an electric cautery. On 
April 9, 1936, the lesion, with about 15 cm. of normal 
bowel on each side, was removed. A clamp with a 10 cm. 
jaw was applied to the spur in a slanting direction (Fig. 1) 
from the wound upward, instead of straight up and down 
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as is usually done. I mention this point because I think disease has been reported, and a technical point 
it had a good deal to do with the astonishingly rapid of the operation has been presented for what it 
return of normal bowel function. After operation, the 
lesion was sectioned and found to extend to, but not MY be worth. 
through, the mucous membrane, thereby ruling out car- 65 Bay State Road. 
cinoma (Figs. 2 and 3). 





























FIG. 3. High-power photomicrograph showing a somewhat edematous but 
otherwise normal mucosa. The outer portion of wall shows a diffuse fibro- 
blastic proliferation forming a thick layer covered externally by a fibrino- 
purulent exudate. Scattered through the muscular coat are small foci 
made up of one or two glands lined by cylindrical epithelium and sur- 
rounded by a cellular stroma; one such region is found, 3 by 2 mm. in 
diameter, forming a small cavity lined by endometrial tissue. Diagnosis: 
endometriosis of sigmoid. The Leary Laboratory. 
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ENDOMETRIOSIS OF THE COLON AND RECTUM WITH INTESTINAL OBSTRUCTION 


Ricuarp B. Catrett, M.D.* 
BOSTON 


AS the symptomatology of cancer and of en- 
dometriosis of the large intestine may be 
similar, it is very important to be able to differ- 
entiate them, preferably before, but certainly at 
operation. It is only thus that one can avoid, in 
cases of endometrial implants of the colon and 
rectum, the more radical resections that are essen- 
tial when dealing with malignancy. 

While endometriosis of the large intestine had 
been recognized in this clinic as early as 1924, our 
attention was forcibly centered on this condition 
4 years ago (1932) because of a patient who had 
obstruction of the rectosigmoid. The preoperative 
and operative diagnosis was carcinoma, and the 
patient was submitted to a two-stage abdomino- 
perineal resection of the rectosigmoid and _ rec- 
tum. The true condition was not recognized un- 
til the pathologist studied the section microscopical- 
ly. This case is reported in detail later in the 
paper (Case 6). At the time of operation the 
uterus, tubes and ovaries were normal, and no im- 
plants were found in the cul-de-sac. If a situa- 
tion that so closely resembles carcinoma in symp- 
tomatology and gross appearance can exist, it is 
obvious that, with our present criteria for the diag- 
nosis of carcinoma of the colon and rectum, a sim- 
ilar mistake might easily be made again. It is 
fortunate that in other cases the correctness of the 
diagnosis made at operation was favored by the 
presence of other implants. It is, furthermore, 
true that other implants will usually be present. 
I wish to present our experience with these cases 
in the hope that it will help to clarify this diff- 
cult clinical problem. We now believe that the 
correct diagnosis can be made, or at least consid- 
ered, preoperatively in a considerable number of 
patients. 

Endometriosis involving the pelvic organs is 
quite common. It produces symptoms of vary- 
ing severity that can be recognized clinically as due 
to disease of these organs. Accepting Sampson’s* 
theory of origin and spread, it is immediately ap- 
parent that implants may occur at any site within 
the abdominal cavity or its wall, or wherever they 
may be spread by intestinal motility, posture, free 
fluid or operation. For the same reason, it is log- 
ical to assume that these implants would be found 
more frequently in structures in close proximity to 
the uterus, tubes and ovaries. The series of cases 
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reported in the literature show that pelvic implants 
are by far the most common. 

Few instances of intestinal obstruction due to en- 
dometrial implants in the bowel have been re- 
ported. Sampson and Hutchins’ have both en- 
countered a case, and Graves* reported 2 cases. 
Meigs* described 2 patients with intestinal obstruc- 
tion due to endometriosis of the sigmoid. Masson,° 
in a general discussion of endometriosis, listed 20 
cases with rectovaginal involvement and 14 with 
sigmoid involvement. Eggers,® in discussing Mas- 
son’s paper, presented 4 case reports of endometri- 
osis of the sigmoid; in 3 resection was done, while 
in the fourth patient bilateral oophorectomy was 
done without resection of the bowel. His second 
case is of particular interest, since the endome- 
trioma was found within the lumen of the sigmoid 
and had caused attacks of bloody diarrhea with 
loss of weight and strength. In a series of 104 
patients with endometriosis who have been treated 
at our clinic, 17 have had involvement of the sig- 
moid, colon or rectum (16.3 per cent), while 4 
showed endometriosis of the appendix. This group 
of 17 patients serves as the basis for this discussion. 
Five had involvement of the rectovaginal septum, 
and in 2 of these definite obstruction of the bowel 
was present. Eight patients had endometriosis in- 
volving the rectosigmoid and rectum, all with 
some degree of obstruction. The sigmoid was pri- 
marily involved in 4 patients, 2 of whom had al- 
most complete intestinal obstruction. 

These cases of endometriosis of the colon and 
rectum may be conveniently divided into the fol- 
lowing 3 groups, which are based on the extent of 
the involvement of the intestine and the indica- 
tions for treatment: (I) endometriosis of the 
rectovaginal septum; (II) endometriosis involving 
the serosal and muscular coat of the bowel, on ac- 
count of its juxtaposition to a generalized endome- 
triosis in the ovaries, tubes or uterus; (II1) endo- 
metriosis involving the entire bowel wall. All three 
groups may show obstructive symptoms, although 
in the third the obstruction is more marked and is 
more readily confused with carcinoma. 

The youngest patient in this series was 22 years 
of age, but only 4 were under 30. One was found 
to have mild obstructive symptoms at 51 years of 
age, 6 years after an apparent menopause. It 
seems likely that intestinal involvement tends to 
occur after endometrial implants have been pres- 
ent for a considerable period. The pelvic and 
menstrual symptoms encountered in this group 
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were the same as in the entire group of patients 
having endometriosis, so that a consideration of 
this aspect is unnecessary. Vague digestive symp- 
toms were common. These consisted of gas, bloat- 
ing, abdominal discomfort and pain. Long- 
standing and intermittent constipation was a fre- 
quent complaint. Diminution in the caliber of the 
stool was noted in 2 patients, while rectal bleed- 
ing, not accounted for by any local anorectal con- 
dition, was encountered in 2 other patients. The 
intestinal symptoms varied with the degree of ob- 
struction present. In 3 patients it was definitely 
determined that the symptoms were worse at the 
time of menstruation. When this history is ob- 
tained, it is of great importance, but because of its 
infrequency it is not of much help in establishing 
the diagnosis. 

Endometriosis of the rectovaginal septum can be 
demonstrated on bimanual pelvic examination 
and proved by biopsy. With the frequently asso- 
ciated pelvic findings of masses in the vaults and 
fixation of the uterus, one gets the feeling of a 
frozen pelvis. The involved vaginal mucosa is 
puckered and indurated and on inspection ap- 
pears more pink or purple than the remaining 
mucosa. These rectovaginal masses are not sharp- 
ly defined, and it is difficult to estimate their ex- 
tent. The rectal examination confirms the posi- 
tion of such lesions, and proctoscopic examination 
in our 5 patients showed that the rectal mucosa 
was not involved. 

The physical examination of patients with en- 
dometriosis of the upper rectum and sigmoid does 
not give much information, so that one must de- 
pend chiefly on the history. The sigmoidoscopic 
examination, barium enema and double contrast 
enema are of more value. The introduction of 
the sigmoidoscope, however, may be difficult on 
account of the associated pelvic condition. If the 
instrument can be passed to the point of obstruc- 
tion, it will be noted that there is rarely gross bleed- 
ing or ulceration, and the only positive finding will 
be that of narrowing of the lumen with congestion 
of the mucosa. The appearance is not unlike that 
of an obstructing diverticulitis and cannot be dif- 
ferentiated from it by this examination. This find- 
ing should make one relatively certain that the 
disease is not carcinoma of the bowel. We do not 
believe biopsy is practical in such cases, for since 
the mucosa is not extensively involved only neg- 
ative results will be obtained. Sigmoidoscopic ex- 
amination in the 2 cases with rectal bleeding did 
not show gross involvement of the mucosa. The 
barium enema and double contrast enema have 
been of help, but the diffuse endometrial lesions 
cannot be differentiated in this way from diver- 
ticulitis or spasm. In the 4 patients with endome- 
triosis of the sigmoid involving the entire wall, 
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a preoperative diagnosis of malignancy was made 
in every instance. 

A positive preoperative diagnosis of endometrio- 
sis of the sigmoid or upper rectum can seldom be 
made. The condition can be considered and sus- 
pected as the probable diagnosis with increasing ex- 
perience and after more cases have been reported. 
In making a differential diagnosis, diverticulitis, 
polyps of the colon, benign tumors of the colon, 
pelvic and mesenteric tumors and cysts, and carci- 
noma of the bowel must be excluded. Any female 
patient with abnormal menstruation and positive 
pelvic findings, and with a long-standing history of 
bowel symptoms suggesting an obstruction but 
without weight loss, must be suspected of having 
endometriosis. This diagnosis may be further sup- 
ported by the relation of the obstructive symptoms 
to menstruation. 

In a previous paper, Swinton and I’ contrasted 
conservative and radical operations for endome- 
triosis, emphasizing the importance of conserva- 
tive treatment in patients under 35 years of age. 
Radical treatment, however, is necessary in most 
of the patients having involvement of the colon 
and rectum. In such cases, irrespective of the age 
of the patient, the operation should include re- 
moval of both ovaries. It is only rarely necessary to 
resect the bowel. 

In patients with rectovaginal involvement 
(Group I of this series), a biopsy to establish the 
diagnosis should precede the abdominal opera- 
tion, but we have not attempted to remove these 
lesions entirely by a vaginal operation. We have 
produced an artificial menopause in 1 patient by 
x-ray therapy, but the lesion has not disappeared 
during the 314 years that she has been observed. 
This patient had previously had a supravaginal 
hysterectomy without removal of the ovaries. Es- 
trin determinations have not been done. If the 
rectovaginal involvement is extensive and is pro- 
ducing a severe obstruction, a bilateral oophorec- 
tomy is indicated, with or without colostomy. Co- 
lostomy, if done, is temporary and can be closed 
after a few months. 

The treatment of the cases with involvement of 
the rectosigmoid and rectum due to extensive en- 
dometriosis in the pelvis (Group II) is radical in 
so far as the uterus, tubes and ovaries are con- 
cerned. We have felt it advisable to remove the 
endometrial cysts encroaching on the lumen of 
the bowel, as well as the ovaries, although the dis- 
section of the cyst on the bowel is likely to be 
tedious and time-consuming if one is to avoid in- 
jury to the intestine. In the second group of 8 
patients, no resection of the bowel was performed, 
nor was a colostomy necessary. We have not in- 
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cluded in this discussion any cases where the bowel 
did not appear to be encroached upon sufficiently 
to produce the symptoms. 

The treatment of discrete implants involving all 
layers of the sigmoid is a more interesting and 
dificult problem, owing to their infrequent occur- 
rence and their similarity to carcinoma. All 4 pa- 
tients in this group (III) were operated upon be- 
cause of intestinal obstruction. One (Case 6) was 
submitted to an abdominoperineal resection be- 
cause of a diagnosis of carcinoma. The ovaries 
were not removed. Two had a modified Mikulicz 
type of local resection since their condition was 
suspected of being endometriosis at the time of 
operation. One of these (Case 5) had the ovaries 
removed. The fourth had a bilateral oophorec- 
tomy without resection of the bowel. Biopsy with 
immediate frozen section for diagnosis was not 
utilized in these cases. In a more recent case 
where a solid tumor of the cecum was found, a 
frozen section diagnosis of endometriosis was of 
value. In this patient there was no obstruction, 
so bilateral oophorectomy was done and the cecal 
tumor was left in situ. 


In the presence of an intestinal obstruction that 
is not severe, it seems safe to remove the ovaries 
without resecting the bowel if the diagnosis ot 
endometriosis is confirmed by frozen section. We 
believe that resection should be carried out in pa- 
tients where carcinoma cannot be excluded. If the 
diagnosis is not certain and resection is performed, 
and if examination of the resected specimen shows 
that the lesion is an endometrial implant, the ova- 
ries should be removed. Although we have re- 
sected three out of four discrete implants in the 
sigmoid, it will probably not be necessary to main- 
tain this proportion in the light of our present ex- 
perience. This agrees with the expressed opinions 
of Masson® and Eggers.” 

The results of the surgical treatment of endo- 
metriosis are and should be satisfactory. There 
has been no operative cr subsequent mortality in 
the 17 cases having intestinal involvement. Of the 
5 patients with endometrioma of the rectovaginal 
septum (Group 1), 3 have no remaining tumor, 
and 1 has no symptoms although a small mass 
remains. The fifth patient was treated after bi- 
opsy by x-ray therapy and is unimproved. In 
Group II, with implants encroaching on the recto- 
sigmoid and rectum, 5 are free of symptoms, but, 
in spite of removal of both ovaries, barium enemas 
show narrowing and spasm of the bowel. The 
remaining patient in this group has no bowel or 
pelvic symptoms but has become insane. In Group 
Ill, with discrete lesions in the sigmoid, all are 
well. Of the 3 patients who had a resection, one 
developed acute abdominal symptoms that sug- 
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gested intestinal obstruction 3 months after oper- 
ation. These subsided without operative inter- 
ference, and she has subsequently remained well 
for over 2 years. 

The following case reports will serve to illus- 
trate the symptomatology and treatment of the 
three groups of cases. 

GROUP I. RECTOVAGINAL SEPTUM 

Case 1. Miss A. C. was 28 years of age when first 
examined at the clinic on October 28, 1924. She was 
found to have a large, irregular, fibroid uterus filling the 
pelvis. A supravaginal hysterectomy with coning of the 
cervix was done December 18, 1924. Both tubes and 
ovaries appeared normal and were not removed. The 
report of the pathologist was leiomyoma and chronic 
endocervicitis. A postoperative examination January 12, 
1925, disclosed that the vagina was normal, with a small 
cervical shell remaining. She returned for examination 
July 5, 1929, and at this time complained of frequency 
of urination and vaginal discharge. Pelvic examination 
was negative. Her next visit was May 24, 1932, during a 
follow-up study of all hysterectomy cases. Abdominal 
examination was negative. On pelvic examination a hard 
nodular tumor was felt in the rectovaginal septum about 
1 cm. below the remaining cervical stump. It was not at- 
tached to the cervix, and the tumor was raised above the 
level of the posterior vaginal mucosa. On May 25, 1932, 
a biopsy was done under gas-oxygen anesthesia, and the 
frozen section was reported as “no malignancy, probably 
endometriosis.” The paraffin section confirmed the diag- 
nosis of endometriosis of the rectovaginal septum. After 
May, 1932, the patient was seen every 6 months, and her 
vaginal lesion was carefully checked. On April 1, 1933, 
it was noted on inspection that there were one or two 
small bluish, fluctuant nodules in it. There was no dis- 
charge or bleeding at any time. She was given three x-ray 
treatments during April, 1933. In April, 1934, there were 
no symptoms related to the mass. Hair was absent from 
the suprapubic region because of the x-ray therapy. The 
local tumor had shrunk to one half its previous size. The 
vaginal mucous membrane over the lesion now appeared 
normal. In November, 1935, the mass had increased to its 
original size, and she was given a series of four x-ray treat- 
ments over the ovaries for sterilization. 

This patient’s last examination was September 15, 1936, 
approximately 4’ years after the discovery of the endo- 
metrial implant in the rectovaginal wall, and 12 years 
following the supravaginal hysterectomy. At this time 
the nodular area was about the same size as at its original 
appearance. There were no symptoms associated with it. 


Comment: This case illustrates the more com- 
mon type of endometriosis of the rectovaginal sep- 
tum without bowel obstruction. 


Case 2. The obstructive bowel symptoms caused by 
endometriosis of the rectovaginal septum are well illus- 
trated by this patient, Mrs. E. R. W., who was first exam- 
ined in August, 1935. Her chief complaint was that of 
irregular menstrual periods for 1 year. At the time of ex- 
amination, she was 40 years of age, had been married for 
18 years and had not been pregnant. Her past history 
was negative except for a hemorrhoidectomy in 1924 and 
a subtotal thyroidectomy in 1931. Menstruation began 
at 16 years of age, occurred every 24 to 28 days and lasted 
4 days. The amount of flow had been scanty until the 
beginning of the present illness. During the previous year, 
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the interval between periods decreased to 17 or 18 days, 
and the flow changed from 4 to 7 days, being more profuse 
than ever before. She stated also that for 12 years she had 
had “colitis,” as evidenced by loosely formed stools, but 
with no melena or diarrhea. She passed considerable mu- 
cus with the stool. The stools had been pencil-like in size 
in spite of the fact that she had had dietary treatment 
for this trouble. For the past year, she had been bothered 
with a feeling of upper abdominal distention, particularly 
after meals. 

On pelvic examination the uterus appeared to be fixed 
and about twice the normal size. There was thickening 
high in the rectovaginal septum, but the mucosa of both 
vagina and rectum was normal. There was a lemon-sized 
fluctuant mass in the right vault and thickening in the left 
vault. The preoperative diagnosis was fibroid of the uterus, 
with right ovarian cyst and left hydrosalpinx. 

Operation was performed on August 13, with the fol- 
lowing findings: pelvic examination under spinal anesthe- 
sia before laparotomy revealed a mass in the right vault 
that was separate from the uterus and cervix, and there 
was the previously noted thickening in the rectovaginal 
septum. At this time it was felt that the patient probably 
had chocolate cysts of the ovaries with endometriosis of 
the rectovaginal septum. This diagnosis was confirmed 


_ at operation. Both ovaries were involved by endometriosis. 


Bilateral salpingo-oophorectomy and supravaginal hysterec- 
tomy were carried out in the usual manner. The appendix 
was removed and the stump tied into the mesoappendix. 
About 10 cm. from the reflection of the pelvic peritoneum 
on the sigmoid was a firm discrete tumor about 3 cm. 
in width, which did not wholly obstruct the bowel but im- 
pinged upon it and diminished its lumen by about one 
half. This tumor involved only 2.5 cm. of the bowel 
wall but tended to encircle it and was definitely incorpo- 
rated in the muscularis. The tumor was solid and could 
be felt projecting into the lumen on palpation from the 
opposite side of the sigmoid. It was left in situ, a biopsy 
not being done. The greater portion of the cystic struc- 
tures in the upper rectovaginal septum was dissected free, 
but it seemed impossible to clean this area completely with- 
out injury to the rectum. 

The operative diagnosis was endometriosis of the recto- 
vaginal septum, uterus, ovaries and sigmoid. The micro- 
scopic diagnosis was reported as endometriosis of the 
ovaries, but with a normal uterus, endometrium and tubes. 

Following operation the patient presented a typical pic- 
ture of large bowel obstruction, with lower abdominal 
pain, marked distention and vomiting. These symptoms 
were relieved by constant duodenal suction and enemas, 
and her condition gradually improved. One month after 
operation she stated that the stools were still pencil-like 
in size. She still had some “gas,” but this was not so 
marked as before. On September 17, 1936, 13 months 
after operation, her bowel action was normal, and she was 
well except for urinary frequency. On December 17, 1936, 
she stated that she had slight constipation, which was re- 
lieved by taking mineral oil. The urinary frequency had 
disappeared, but she had a few “hot flashes.” The cervical 
stump was soft but moderately fixed, and there was a hard 
nodule 2 cm. in diameter in the rectovaginal septum just 
behind the cervix. A barium enema showed that the colon 
filled at a normal rate but with some distress to the patient. 
There was no fixation or filling defect in the sigmoid. 


Comment: This patient presented endometri- 
osis involving the rectovaginal septum (Group 
I) and a discrete endometrioma of the sigmoid 
(Group III). There had been a long history of 
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partial obstruction of the large intestine that was 
relieved by bilateral oophorectomy without resec- 
tion of the bowel. 


GROUP II. RECTUM AND RECTOSIGMOID (DIFFUSE) 


Case 3. Mrs. A. R. illustrates the cases of mild obstruc- 
tive symptoms of the bowel due to generalized pelvic 
endometriosis. She was first examined in March, 1935, 
when 40 years of age. Two years before a right 
salpingo-oophorectomy, a myomectomy for a discrete uter- 
ine fibroid and an appendectomy had been done. For a 
period of 6 months previous to our examination, her 
symptoms were primarily of a gastrointestinal nature 
and consisted of nausea, occasional vomiting, belching, 
abdominal distention and marked constipation. She also 
complained of pain in the rectum. On pelvic examina- 
tion the fundus was found wedged in the cul-de-sac, and 
there was a tender mass in the left vault. The barium 
enema was interpreted as showing marked spasm in the 
rectosigmoid. Operation was performed November 12, 
1935. <A large endometrial cyst filled the left side of the 
pelvis, and the fundus of the uterus was adherent to the 
rectosigmoid. The uterus, left tube and ovary were re- 
moved, and the rectosigmoid was freed by sharp dis- 
section. When this had been done, the lumen of the 
bowl did net seem to be encroached upon. The micro- 
scopic report was leiomyomas, endometrial polyp and 
“hemorrhagic” cyst of the ovary. She developed an un- 
usual degree of abdominal distention postoperatively but 
made a good recovery. Ten months later pelvic and rec- 
tal examinations were negative, and she said that the rec- 
tal pain and digestive symptoms were relieved. 


Case 4. Mrs. N. D. was operated upon by Dr.*Lahey 
in 1916 for acute gangrenous appendicitis. In 1922, at 2% 
years of age, a second operation was performed because of 
obstructive symptoms. An adhesive band causing tortion 
of the cecum was divided, and a chocolate cyst of the 
left ovary removed. She was next seen in 1926 because 
of urinary symptoms and lower abdominal pain. A 
barium enema at this time showed no obstruction in the 
large intestine, although a low loop of the transverse 
colon could not be raised out of the pelvis. It appeared 
adherent to the sigmoid. After evacuation of the enema, 
this adherent area still remained fixed. 


When she returned for examination in November, 1933, 
she complained of severe dysmenorrhea, also severe, per- 
sistent chronic constipation. She stated that the left lower 
quadrant became distended with gas and that this was 
most noticeable for the 10 days following each men- 
strual period. A barium enema at this time showed 
definite obstruction in the low sigmoid and was reported 
as follows: “A barium enema passed unobstructed, except 
for a period of hesitation in the sigmoid, through a colon 
of normal size, with a high splenic flexure. In the sig- 
moid, at the point where the obstruction from the endo- 
metriosis was originally found (1926), was a narrowed area 
which partially obstructed the lumen. After evacuation, 
the rectum below this point was completely empty, but 
there was dilatation of the descending colon above this 
point. The colon showed very little emptying.” On the 
fifth day following the barium enema, a flat plate showed 
considerable barium remaining in the colon, together with 
gas and fecal matter. The barium seemed to be held up 
just distal to the rectosigmoid junction, and the colon 
proximal to this point was somewhat dilated. The sig- 
moidoscopic examination revealed that the mucosa was 
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normal up to the narrow area beyond which the instru- 
ment could not be passed. There was no blood seen. 

A preoperative diagnosis of endometriosis with intes- 
tinal obstruction was made, and operation was performed 
on November 18, 1933. The pelvis presented numerous 
adhesions throughout, with many small chocolate cysts 
and one large one filling the cul-de-sac. This last was 
adherent to but did not invade the rectosigmoid. The 
latter cyst was obviously the cause of her obstructive 
symptoms. The sigmoid was dilated above this point, 
but after removal of both ovaries and uterus and dissec- 
tion of the large cyst, gas passed through the obstructed 
point, and on palpation the lumen of the constricted area 
seemed adequate. She made an uncomplicated recovery, 
and 1 month after operation the barium enema showed 
no abnormal delay in passing through the sigmoid. The 
bowel and lumen at this point appeared normal. The 
haustral markings were more evident than before opera- 
tion. 

In December, 1935, the following x-ray findings were 
noted: “A barium enema passed unobstructed except for 
a period of hesitation in the sigmoid. At this point, where 
the obstruction was originally found, there was a nar- 
rowed area. After evacuation, the rectum below this 
point was completely empty, and there was dilatation of 
the descending colon above. Twenty-four hours later 
barium was seen scattered irregularly throughout the 
colon, but in the sigmoid area where the constriction was 
noted with the enema, there was dilatation proximally 
and no barium below it.” Her last examination was in 
May, 1936. A barium enema passed with no obstruction 
in the sigmoid through a colon of normal caliber. The 
area in the sigmoid, where formerly marked narrowing 
was seen, appeared normal. After evacuation, however, 
the transverse and descending colon were outlined with 
a mixture of barium, and there was a definite contraction 
in the sigmoid with dilatation above this contracted area. 
It has been necessary in the 3 years since operation to 
follow her condition closely since constipation has been 
persisting in spite of dietary treatment and the adminis- 
tration of mineral oil. 

In reviewing her history during the entire period of 
observation, it is very evident that she had symptoms of 
obstruction of the large bowel for a period of at least 
20 years. We now believe that these were due to endo- 
metriosis. 


Comment: These 2 cases show that the intes- 
tinal symptoms may be the most prominent fea- 
ture in certain patients with diffuse pelvic endo- 
metriosis. Both patients had definite intestinal 
obstruction that was relieved by radical pelvic sur- 
gery but conservative treatment of the intestine. 
It is our belief that these findings will occur fre- 
quently in cases of long-standing endomeiriosis. 


GROUP III. ENDOMETRIOSIS INVOLVING THE ENTIRE 


BOWEL WALL 


Case 5. Mrs. E. P., aged 41, first came to the clinic 
on January 7, 1933, because of lower abdominal dis- 
comfort and pain of 6 years’ duration. The pain was 
associated with distention and occurred about equally in 
both lower quadrants. There was no epigastric discom- 
fort. For many years she had been markedly constipated 
and took mineral oil daily. She had limited her diet dur- 
ing this period and had lost 5 pounds in weight. Menstru- 
ation occurred every 25 days, with a moderately profuse 
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flow lasting 6 or 7 days. On examination she appeared 
in good health. The cervix was lacerated and eroded. 
The uterus was normal in size but was retroverted. There 
was tenderness in the left vault, but no mass could be 
felt. 

She was operated upon February 3, 1933, a unilateral 
trachelorrhaphy, and a dilatation and curettage being per- 
formed. Under the anesthetic, rectal examination and 
proctoscopy were negative. She was given dietary treat- 
ment for her constipation, but when seen a month later 
she still had a great deal of gas, and the bowels were still 

















FIGURE 1. Case 5. Photograph of the serosal surface of an opened re- 
sected specimen of endometrioma of the sigmoid. The bowel wall is con- 
stricted and puckered enough to produce obstruction. 
constipated. For the first few months after operation, 
her symptoms appeared to be better under dietary manage- 
ment, but 1 year after operation she returned because of 
violent cramps occurring three or four times a day, which 
were not relieved by bowel movement. The pain became 
more severe on both sides of her abdomen and extended 
through to the back. On examination there was tenderness 
over the sigmoid. Proctoscopic examination showed streaks 
of blood and mucus coming down from above the fully 
inserted proctoscope. A barium enema met definite ob- 
struction and caused extreme pain in the midportion of 
the sigmoid. No barium could be made to pass this point. 
A second barium enema also did not pass the obstruction. 
The preoperative diagnosis was carcinoma of the sigmoid. 
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She was operated upon February 12, 1934, 1 year after 
the previous operation, with the following findings. There 
was a hard, encircling lesion in the low sigmoid that 
appeared to obstruct the bowel entirely at this point. The 
descending colon was distended, and the bowel below this 
lesion was collapsed. The lesion was freely movable, and 
there was no evidence of extension or metastases. The right 
ovary was normal, the left ovary was three times normal 
size and contained a blood-filled cyst. There was a hard 
nodule 2 cm. in diameter in the rectovaginal septum below 
the reflection of the pelvic peritoneum. There were no 

















FIGURE 2. Case 5. Photograph of the mucosal surface of the large 
bowel. It is not ulcerated but there is a marked reduction in the caliber 
of the lumen. The cut surface of the constricted portion of the muscular 
wall shows solid tumor. 


other implants visible. Twenty centimeters of the sigmoid 
were resected by the modified Mikulicz method. The left 
ovary was removed, both tubes were divided and a biopsy 
was taken from the nodule in the rectovaginal septum. 
Examination of the resected bowel (Figs. 1 and 2) showed 
the mucosa to be intact over the obstructing lesion, and the 
condition was considered as endometriosis. The patient 
made a good postoperative recovery and was discharged 
from the hospital with a temporary colostomy. 

The pathologist reported endometriosis of the sigmoid, 
ovary and rectovaginal septum. May 7, 1934, the colostomy 
was closed. Three months after her resection, she devel- 
oped symptoms suggesting intestinal obstruction, but these 
cleared up without operative treatment. She was re-exam- 


-was done on December 6 and December 22, 
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ined November 21, 1935, at which time she was normally 
active and well and had gained 30 pounds. There were 
no digestive symptoms, and her bowel action was normal. 
Menstruation occurred every 21 days with a 3 to 4 day flow. 
A sigmoidoscopic examination was negative. The uterus 
was movable and normal in size and position. A hard 
nodule 1 cm. in diameter could be felt behind the cervix. 
A barium enema filled the colon completely and showed 
nothing abnormal except for a slight narrowing at the 
point of resection. Her last examination was September 2, 
1936, at which time she was very well. The nodule was 
still in the rectovaginal septum but had not increased in 
size. 


Case 6. Miss S. M. R., aged 46, first came to the clinic 
on October 27, 1932, because of indigestion, gas, “sour 
stomach” and constipation. She had had an operation 
for a “ruptured appendix” in 1914, but her intestinal symp- 
toms had preceded this by many years, probably beginning 
before she was 20 years of age. The symptoms were pres- 
ent almost every day but varied greatly in severity. They 
were exaggerated by eating, and usually after meals she 
developed heartburn with sour eructations. The discom- 
fort was most marked on the left side with dull pain going 
through to the left back, and she had noticed swelling on 
this side at times. She had been constipated all her life. 
She had been treated for these symptoms for 8 years with- 
out much change. The menses were regular and normal. 

On examination she was well developed and nourished 
and weighed 140 pounds. On abdominal examination 
there was tenderness over the entire abdomen, particularly 
on the left side over the sigmoid. Barium given by mouth 
showed a normal stomach, duodenum and small intestine. 
After 24 hours barium still remained in the cecum and 
ascending colon. A barium enema filled the colon at a 
normal rate without distress, but there was a persistently 
narrow and irregular area in the sigmoid which could not 
be made to fill, and which appeared to be fixed. A spastic 
area was noted in the hepatic flexure, but this could be 
moved and distended. After evacuation there was a definite 
hold-up of barium at the point noted in the sigmoid. 
On December 1, 1932, a second barium enema again 
showed a constant constricted area at the junction of the 
descending colon and sigmoid. After evacuation, barium 
remained in this area. The findings suggested a new 
growth. (A report of a previous barium enema done in 
August, 1930, stated that there was no evidence of ulcera- 
tion or new growth.) On December 3, 1932, a sigmoido- 
scopic examination showed no abnormality of the bowel 
and no blood or mucus. No blood was found in the stools. 
A diagnosis of carcinoma of the sigmoid or possibly diver- 
ticulitis was made, and operation was advised. 

A two-stage abdominoperineal resection (Lahey type) 
1932. At 
the first operation, a hard annular lesion was found in 
the sigmoid in a position that made it impossible to do a 
Mikulicz type of resection. The omentum was adherent 
to the lesion, but there was no evidence of glandular or 
liver involvement. Examination of the pelvis revealed 
normal ovaries, tubes and uterus, and no operative pro- 
cedure was carried out on these organs. A_ divided 
colostomy was done and the lesion removed at the sec- 
stage. 

Examination of the resected “tumor” showed that it 
extended through the muscular wall and was adherent to 
the mucosa. There was no ulceration. The lumen of 
the bowel was reduced to a point that would admit the 
index finger only. The diagnosis was discrete endo- 
metrioma of the sigmoid (Figs. 3 and 4). 
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Postoperative recovery was complicated by an infection 
of the upper and lower urinary tract, which began on 
the twelfth day. This subsided following lavage of the 
kidney pelves and bladder. In January, 1933, the colos- 
tomy opening became contracted, and it was freed and 
enlarged. The stenosis recurred in April, 1933, and a 

















FIGURE 3. Case 6. Low-power photomicrograph of a discrete endo- 
metrioma of the sigmoid which caused obstruction. Note the deep invasion 
of the endometrial tissue in the muscular wall. 


new colostomy was performed at another hospital. She 
has not been subsequently examined at our clinic but the 
last report by letter in 1936, 3 years after operation, 
stated that she was well. 


Comment: In reviewing these 2 cases it will be 
noted that Case 5 was recognized at operation be- 
cause other implants were present. Case 6 oc- 
curred at a time when we did not appreciate that 
endometriosis might occur as a discrete lesion in 
the bowel and without other implants in the pel- 
vis. Both cases were confused with carcinoma of 
the colon, but there was sufficient evidence in each 
case before operation to make one feel that the 
lesion was not malignant. 


SUMMARY 


Long-standing endometriosis may involve the sig- 
moid and rectum to the extent of producing gas- 
trointestinal symptoms and intestinal obstruction. 
Intestinal symptoms due to this cause were pres- 
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ent in 17 (16.3 per cent) patients of our series of 
104 patients with endometriosis. 


The diagnosis is seldom made preoperatively, 
but this condition should be suspected when the 
obstruction is long-standing and worse at the time 
of menstruation, when there are associated pelvic 
findings, and when the local lesion on examina- 
tion by the sigmoidoscope and barium enema is 
not typical of carcinoma of the colon or rectum. 
The condition can be recognized at operation. 


The patients in this series have been divided into 
three groups: those with rectovaginal involvement; 
those with diffuse involvement of the rectosig- 
moid and rectum; and those with discrete endo- 
metrioma of the sigmoid. 
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FIGURE 4. Case 6. High-power magnification of an endometrioma of 
the sigmoid. Figures 3 and 4 are taken from the same specimen. 


Because of the complicating intestinal involve- 
ment, the operative treatment must be directed 
not only to the ovaries but also to the intestinal 
lesions. Resection of the sigmoid was performed 
on 3 patients who had discrete endometrioma of 
the sigmoid, but resection has not been consid- 
ered necessary in cases of the diffuse type. Be- 
cause of the seriousness of endometriosis with in- 
testinal involvement, removal of the ovaries 1s 
recommended in such cases. The end results have 
been satisfactory in this series. Six cases are re- 
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ported illustrating the different types of endome- 
triosis of the sigmoid and rectum. 
605 Commonwealth Avenue. 
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GENERAL Discussion 


Dr. Ernest L. Hunt, Worcester, Mass.: We should be 
very grateful for this comprehensive presentation which, 
to a body of general surgeons, tends to make us much 
more alert to certain situations that might be embarrassing 
if we failed to recognize them. 

To begin with, I am disinclined to accept the figure 
of 30 per cent as representing the true incidence of these 
lesions. I have followed autopsies for many years and 
have looked into a good many abdomens and, while I 
cannot support my argument with figures, I feel definitely 
sure that that percentage of incidence is overstated. 

Canvassing some of the hospitals in my vicinity since 
I became aware that I was to discuss this paper, I came 
across about a dozen cases of endometriosis. About 8 of 
them were pelvic, of the chocolate cyst variety. There are 
4 cases, however, that have very great interest—2 of them, 
reported by Dr. Abbott of Clinton, having implantations 
in the operative scar following cesarean section. These 
were proved histologically, so they may be accepted. 

There were 2 cases of endometrial tumor with partial 
obstruction, encountered in operations undertaken for other 
diagnoses, one each at Worcester City and Memorial hos- 
pitals, and in both instances the tumors were of the ileum 
rather than the sigmoid. Both lesions were resected suc- 
cessfully, by Dr. Watkins in one instance, and by Dr. Alton 
in the other. 

Dr. Lynch was good enough to look up the incidence 
of these cases at St. Vincent’s Hospital, and he will present 
them later. 

For the general surgeon, it has become apparent that 
he must be alert to these intestinal cases in order to avoid 
too radical and dangerous surgery. It seems that a large 
percentage of these implantations bring about partial de- 
grees of obstruction and, when encountered undiagnosed 
in the course of an operation, it seems to me we must 
immediately review the patient's life and her expectations 
of life in order to decide what to do about it. 

The choice between radical resection of the bowel and 
radical resection of the ovaries is one that, it seems to 
me, must have individual application rather than a gen- 
eralization. In that respect, I should like to ask Dr. 
Cattell if he will make clear what he meant by radical 
surgery, whether he meant radical as regards the ovaries, 
or radical as regards the intestine. 

Certainly, if the obstruction is complete and if the pa- 
tient has begun to experience the constitutional effects of 
obstruction, I can see nothing for it but to do a radical 
operation as regards the intestine. But in the lesser de- 
grees of obstruction, where there is a margin of time, 
it would seem to me desirable to treat the patient by re- 
moval of the ovaries if she is in the time of life when 
that would not be a serious detriment to her hopes. 
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The matter of diagnosis for the general surgeon would 
seem to me to be somewhat difficult, but two points stand 
out rather clearly to me from these papers. The first is 
the history of endometrial implants having been observed 
at previous operations. The second is that a story of in- 
testinal crisis coincident with menstruation should put 
the surgeon on his guard and lead him to a more careful 
analysis of the story. 

The various methods of handling intestinal obstruction 
have been dwelt upon so many times in the meetings of 
this Society that I see no point in going into them now. 

I wish personally to express my gratification at being 
present and hearing this fine presentation. 


Dr. Lucius C. Kineman, Providence: The subject, of 
course, has been well covered. Certain of these cases 
come between the gynecologist and the general surgeon. 
There is one class that has not been mentioned, and of 
which I think those of us doing general surgery have seen 
more than any other type. This is acute intestinal ob- 
struction in a patient who has already had one or more 
operations. Certainly we have seen these way back at the 
time when we recognized the chocolate cyst but before 
we knew it was endometriosis. 

These cases may trouble us a great deal, may demand 
judgment as to whether to operate, and if so, when. When 
you get inside the abdomen, it may tax all the ingenuity 
you have to save the patient's life. Such patients are 
usually twice as sick as they appear to be, as is true with 
any obstruction. 

The questions then are, first, how to save life, and sec- 
ondly, what can be done to prevent further recurrence. 

The treatment to prevent recurrence, in cases in which 
the ovaries are still present, is a very important question. 
I think we have all seen many cases we could not touch— 
the “frozen pelvis.” We can only relieve the obstruction 
and can do nothing further at that time. 

I have been rather interested in the statement that none 
of the speakers so far apparently want to use x-ray on these 
patients. My impression is that there are certain patients 
who, in the hands of the expert x-ray men, would receive 
a great deal of benefit, if not cure, and without necessitat- 
ing secondary operation. 


Dr. Jor V. Meics, Boston: I should like to say a few 
words about endometriosis. I have been interested in it 
for a considerable period of time and have been stimulated 
in this study by Dr. Graves and Dr. Pemberton. I have 
certainly watched my pelvic cases and I think the incidence 
of this condition is quite high; I do not believe it is 30 
per cent, but I do think it is at least 10 per cent of all 
cases of pelvic surgery. 

There is one point I should like to bring out; Dr. 
Pemberton and Dr. Cattell have already mentioned it. 
That is that in patients who have an endometrioma 
in the uterosacral ligament, its removal may be extremely 
difficult. Last summer I operated on a young woman, 
21 years old, who had a lesion in one ovary and a lesion 
in the uterosacral ligament. I knew that the rectum 
is often pulled up and adherent to the back of the 
uterus, and in this case it was absolutely fixed. I thought 
I could get this area out (indicating on slide) without 
disturbing the rectum and proceeded. In so doing I opened 
a 4 cm. hole in her rectum. I was able to suture it easily, 
and the patient made an easy convalescence. 

This next slide shows the close proximity of the endo- 
metrioma to the rectal mucosa, and makes it very easy to 
understand how one could open the bowel in attempting 
to dissect an endometrioma from the bowel wall. 

Another point I should like to make concerns the rec- 
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tal examination in the diagnosis of this condition. I be- 
lieve one of the most characteristic findings, and one that 
helps me more than anything else, is to find behind the 
cervix and laterally on either side a beaded or shotty feel- 
ing in the cul-de-sac. If one finds that sort of thing on 
examination by rectum, endometriosis should be serious- 
ly considered. 

Another type of this disease, which has not been men- 
tioned, is the acute endometrioma. I was called to New 
Hampshire one night to see a patient suspected of having 
a pelvic peritonitis with abscess formation. There was a 
large tender mass in the left side. She had an acute ab- 
scess in a chocolate cyst. The hematoma had become in- 
fected and had broken down. Sampson has reported a 
number of such instances, and I think it is well to bear 
it in mind when we run into queer inflammatory masses 
in the pelvis. 

Dr. Leann S. McKrrrrick, Boston: I am particularly 
interested in Dr. Cattell’s phase of this condition, because 
of my interest, like his, in large-bowel lesions. Last fall 
I was asked to see a woman of 64 on the medical service. 
She had come in with the following history. She had had 
an uneventful menopause 14 years before. Twenty years 
before she had had a 10-day episode of diarrhea with chills 
and fever. Ten years later she had had a similar episode. 
She had been perfectly well from that time until 6 months 
before admission. Her periods had always been regular; 
she had never had any pain; there had never been any- 
thing to suggest pelvic inflammation. Six months before 
admission she began to have watery diarrhea, more in the 
daytime than at night. Three months later she began to 
show a slight amount of blood in her discharge. For 
3 weeks she had had colicky lower abdominal pain. She 
entered with perfectly definite, though not marked, signs 
of intestinal obstruction. 

Dr. Chester Jones had proctoscoped her and was able 
to see what he described as a rather firm polypoid mass. 
The results of a barium enema caused an unqualified diag- 
nosis of a carcinoma of the sigmoid. I had no hesitancy 
in accepting the diagnosis, and I operated upon her for this. 
She had an intussuscepted tumor of the sigmoid that I 
could not reduce. I did not examine her pelvis carefully 
as I never thought of endometriosis. A segment of the 
bowel was resected, and anastomosis was done. She did 
perfectly well. The pathological report was endometriosis. 
Five cases of this condition in old patients are all we can 
find at the Massachusetts General Hospital. All other 
patients have been below the menopausal age. Four of 
those 5 have had no symptoms associated with their periods 
which one could interpret as suggestive of endometriosis. 
Two of the 5 have had bloody movements. 

Dr. Roy Cohen and I have been interested in these; 
and in the literature there are four instances where the 
patients were beyond the menopausal age when they came 
in with symptoms of obstruction due to endometrial in- 
volvement of the large bowel. 

I bring this up because I had had the feeling, probably 
unjustly, that this disease was essentially limited to the age 
before the menopause; therefore this one instance and the 
finding in the literature of at least four others where the 
onset of symptoms was well beyond the menopausal age 
present a phase of the disease that is quite new to me. 


Dr. Wiit1am F, Lynch, Worcester: During the past 
5 years we have found 22 cases of endometriosis at opera- 
tion. Seven of these had marked involvement of the 
small or large intestine, and in 1 case implantations were 
found on both small and large intestines. 

In 1 case, while performing a complete hysterectomy, 
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a tumor of the rectosigmoid was found as well as a small 
growth in the sigmoid. On account of the poor condition 
of the patient the sigmoid condition was not disturbed. 
One month later the abdomen was reopened, and sections 
of the sigmoid tumor were removed. Our pathologist re- 
ported endometriosis. 

Another case had two constrictions in the ileum about 
15 cm. from the cecum. Endometriosis was present in 
the pelvic cavity, and we believed the constrictions were 
due to endometrial implants. 

In 5 other cases endometrial tumors were found ad- 
herent to the sigmoid, but in every case it was impossible 
to remove all the tissue from the sigmoid wall. 


Dr. Georce A. Moore, Brockton: I should like to add 
my appreciation of the excellent presentation of the sub- 
ject of endometriosis in these three papers. Dr. Hep- 
burn’s paper and Dr. Kingman’s discussion emphasize one 
of the problems of postoperative care of these cases that 
is well illustrated by a patient upon whom I operated. 

In January, 1934, a woman of 47 years was admitted 
to the Moore Hospital with acute abdominal symptoms. At 
operation a large endometrial cyst of each ovary was 
found. The cyst of the right ovary was ruptured, and 
extensive soiling of the peritoneum had occurred. Supra- 
vaginal hysterectomy with bilateral salpingo-oophorec- 
tomy was done, and the chocolate contents of the rup- 
tured cyst were swabbed up as much as possible. 

Five days postoperatively she developed intestinal ob- 
struction, which was relieved by lysis of adhesions and 
enterostomy. After this episode she made a slow but sat- 
isfactory recovery and was discharged 6 weeks after 
operation. 

She continued to have attacks of partial intestinal ob- 
struction increasing in .severity. Further surgery seemed 
inadvisable on account of the probability of quite gener- 
alized adhesions. She was therefore given x-ray treat- 
ments by Dr. George Holmes at the Massachusetts Gen- 
eral Hospital. Following these treatments there have 
been considerable improvement in her bowel function 
and no acute attacks of impending obstruction. 


Dr. James R. Mitrer, Hartford: I have under observa- 
tion at the present time a case in which I was able to make 
a diagnosis of endometriosis by finding nodules in the 
uterosacral ligaments. She had a very severe dysmenor- 
rhea, for which I did a presacral neurectomy and excised 
the nodules for diagnosis. She was entirely relieved of her 
pain, and 4 months later she became pregnant. The physi- 
ology of the first stage of labor, when she is delivered, 
will be a very interesting study. 

I have two slides here of a small nodule that I excised 
locally from the anterior cervix of a patient aged 30 who is 
in the second month of a first pregnancy. It shows typical 
endometrium. The endometrial tissue in these tumors 
reacts along with the endometrial tissue in the uterus. 
It has been my impression, however, that we very rarely 
see the secretory type of endometrium in endometriomas, 
and this would go along with our belief that fertility is 
decreased in these cases. 


Dr. J. Dettincer Barney, Boston: I should like to 
make a small addition to this fine symposium on endo- 
metriosis. You have heard Dr. Pemberton’s admirable 
presentation of a great number of cases, but no mention 
was made of having seen this disease affect the bladder. 

I had 3 years ago a woman of about 35 who was per- 
fectly healthy, except that she had very marked bladder 
disturbance with terrific frequency, urgency and at times 
some hematuria, but no renal symptoms. The urine con- 
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tained zbout 3 cm. of white sediment in the glass, and it 
was reported to me that it was not pus, but epithelium. I 
did not believe it. Later on I found it was in fact epi- 
thelium. 


After the usual studies, which were done extensively 
and carefully, we found she had two perfectly normal kid- 
neys. I had been suspecting renal tuberculosis. Cystoscopy 
showed on one occasion nothing much except a little red- 
ness on the posterior wall to the left side of the bladder. 


She told me in the course of all these examinations that 
her symptoms were markedly worse during menstruation 
or about that time. I cystoscoped her at one time dur- 
ing menstruation and, to my surprise, found that this 
mass, which I still took to be a neoplasm, was much 
larger, and elevated above the surface of the bladder. 


However, not having seen and not even having heard 
of a case of endometriosis of the bladder, I did not think 
of that diagnosis at all. I operated on her and did a 
wide resection of the growth, which at that particular 
time was rather small. It proved to be, according to the 
pathologist, endometriosis. The only trouble is that be- 
fore he had a chance to study the slides as thoroughly as 
he would have liked to, they were lost. Endometriosis 
was his first impression, as he looked over the slides 
rather hastily, but he has subsequently said there is no 
reasonable doubt in his mind as to the diagnosis. So 
while we cannot swear to it, this case has all the clinical 
evidence of endometriosis, and certain of the microscopic 
features. 


Abdominal and pelvic examinations on this woman 
were perfectly normal. She is still well. Pelvic examina- 
tion shows nothing at the present time, and I am waiting 
to see if and when something else may have to be done. 
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Dr. Pemberton (closing): Dr. Cattell did not under- 
stand that I was speaking of 129 conservatively treated 
There are 241 that I did not speak of at all that 
we treated radically. Among those, there were many that 
had involvement of the lower bowel. Our treatment 
of that condition is based on the fact that 10 years ago 
Dr. Graves had a patient who had complete obstruction 
in the sigmoid from endometriosis. He did a hysterec- 
tomy, bilateral salpingo-oophorectomy and colostomy, and 
in the course of 6 months the patient’s bowels began to 
move and her colostomy opening closed. The reason was 
that, as the ovarian secretion stopped, the tumor atrophied 
and the bowel opened. 

If you follow these ‘cases you will find that eventually 
the stricture opens and they are perfectly all right. I am 
sure you do not need to be so radical as the previous 
speaker says. The incidence of endometrioma in pelvic 
operations is about 10 per cent, according to Sampson. 
In these patients of 61, 62 or 63 years of age, look for a 
granulosal cell tumor in the ovary. It may be a very small 
one but keeps the disease going. 


cases. 


Dr. Hepsurn (closing): I do not think there is any 
need of prolonging the discussion, but I should like to say 
that this program was not prearranged. Dr. Pemberton, 
Dr. Cattell and I chose this subject independently of one 
another. To my mind that is an astonishing fact. 


Dr. Catrert (closing): Radical surgery is indicated in 
cases that have definite intestinal obstruction, with dis- 
crete lesions in the bowel. Radical surgery includes bi- 
lateral resection of the ovaries, supravaginal hysterectomy 
and rescction of the discrete lesion itself. Bowel symptoms 
are common in the cases of diffuse pelvic endometriosis, 
but it should be emphasized that resections of the bowel 
itself in such cases are often unnecessary. 





THE FAILURE OF PARA-AMINOBENZENESULFONAMIDE THERAPY IN URINARY 
TRACT INFECTIONS DUE TO GROUP D (LANCEFIELD) 
BETA HEMOLYTIC STREPTOCOCCI 


Eveanor A. Buss, Sc.D..* anp Perrin H. Lonc, M.D.* 
BALTIMORE 


N the course of our observations upon the 

treatment of beta hemolytic streptococcal in- 
fections in human beings with para-aminobenzene- 
sulfonamide, we have seen 4 patients suffering 
from suspected hemolytic streptococcal cystitis and 
pyelitis in whom intensive therapy with the chem- 
ical was of no avail. These patients were women, 
and in each instance the strains of streptococci iso- 
lated from the urine had the biochemical and cul- 
tural characteristics of Group D beta hemolytic 
streptococci." 

It has been our experience that, if a strain of 
hemolytic streptococci is susceptible to the bac- 
teriostatic effect of para-aminobenzenesulfonamide 
in vitro, then one can count upon the chemical 
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having a definite therapeutic effect in vivo. There- 
fore, the failure of the chemotherapeutic meas- 
ures led us to test the bacteriostatic effect of the 
chemical against these organisms in vitro. No 
bacteriostasis was observed, and following this 
lead, we tested the bacteriostatic effect of para- 
aminobenzenesulfonamide upon several members 
of each of Lancefield’s groups of beta hemolytic 
streptococci. 

In this report we shall discuss these experimental 
findings and their bearing upon the treatment of 
clinical infections with para-aminobenzenesulfon- 
amide. 


Case 1. J. H. H., No. 100,573. A white woman, aged 
26, entered the Johns Hopkins Hospital on July 28, 1935. 
Her chief complaint was “hematuria and pain in the right 
side” of 24 hours’ duration. The pain was definitely 
colicky in type, and roentgenograms showed a small stone 
at the lower end of the right ureter. This stone was 
passed by August 1. Cultures of the urine gave no growth 
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of bacteria, and no acid-fast bacilli were found in smears. 
The symptoms ard signs quickly subsided, and the pa- 
tient was discharged from the hospital on August 2. In 
November, 1935, a tonsillectomy was performed. The 
patient re-entered the hospital on December 4, 1936, be- 
cause of extreme discomfort in the region of the bladder 
and inability to void. There was also some pain in the 
right flank. A large blood clot which was obstructing the 
urethra was removed, and about 500 cc. of bloody urine 
was obtained through a catheter. A cystoscopy showed 
blood coming from the orifice of the right ureter which, 
upon catheterization, was found to be partially obstructed. 
Cultures of the bladder urine taken at this time showed 
a growth of Staphylococcus albus. On December 8 and 
12, cultures of the bladder urine showed double-zoned 
beta hemolytic streptococci, Group B (Lancefield). The 
urine at that time showed a few white and red blood cells 
but no casts. After 2 weeks in the hospital, the patient 
improved and went home. Because of the hemolytic 
streptococcal infection or infestation of the urinary tract, 
she was treated at home with 15 gr. of para-aminobenzene- 
sulfonamide four times a day. After 10 days of therapy, 
the urine cultures were still positive for hemolytic strepto- 
cocci, and the patient returned to the hospital on January 
21, 1937, for study and para-aminobenzenesulfonamide 
therapy. At that time she had no complaints. The urine 
was normal except that cultures of specimens of bladder 
urine, obtained by catheterization, showed about 300 col- 
onies of beta hemolytic streptococci per cc. of urine. 
Fifteen gr. of para-aminobenzenesulfonamide was given 
every 4 hours for five doses. After 24 hours, the dosage was 
changed to 20 gr., which was given every 6 hours. After 3 
days of treatment the carbon-dioxide combining power 
was 41.9 volumes per cent, and 45 gr. of sodium bicarbonate 
was, therefore, administered every 6 hours. This amount 
of alkali maintained the carbon-dioxide combining power 
at about 45 per cent. On the fourth day of treatment, 
the urine cultures still showed about the same number of 
beta hemolytic streptococci per cc. As no appreciable de- 
crease in the hemolytic streptococcal infection or infestation 
of the urinary tract was noted while the patient was under 
adequate para-aminobenzenesulfonamide therapy, the treat- 
ment was discontinued. Up to the present time the strep- 
tococcal infestation persists. 

The hemolytic streptococci isolated from the urinary 
tract of this patient had the following biochemical and 
cultural characteristics: they fermented both trehalose and 
sorbitol, grew readily on 40 per cent bile rabbit’s blood 
agar, reduced methylene blue milk, and, after 3 days’ 
incubation in | per cent dextrose broth, produced a final 
acidity of pH 4.2. 


Case 2. U. M. H., No. 49-9942. A married white 
woman, aged 38, entered the Union Memorial Hospital 
on February 14, 1937, complaining of pain in the left 
lower quadrant, nausea and vomiting. She had recently 
had a left ureteral calculus removed. On admission her 
temperature was 104.5° F., pulse 140 and respirations 26. 
Physical examination showed a woman in great pain. 
Marked cyanosis was present, and pain, spasm and ex- 
quisite tenderness were present in the left lower quad- 
rant. It was considered that she had a ureteral stricture 
and acute pyelitis. The white blood cell count was 9,100, 
with 99 per cent polymorphonuclear leukocytes. The 
urine showed no albumin, many red and white cells and 
a few casts. A urine culture showed beta hemolytic 
streptococci. The patient was given large quantities of 
fluid by mouth and 500 cc. of 10 per cent glucose intra- 
venously during her first day in the hospital. Thirty 
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grains of para-aminobenzenesulfonamide was admin- 
istered by mouth and was followed by 10 gr. every 4 
hours. This was continued for 4 days. The patient's 
fever decreased rapidly, and a normal temperature was 
reached and maintained within 60 hours. On February 
18, the urine was normal, except for a few white blood 
cells and rare red blood cells. After an uneventful con- 
valescence of 5 days, the patient was discharged. At this 
time a culture of.a catheterized specimen of bladder urine 
showed about 400 colonies of beta hemolytic streptococci 
per cc. of urine. Shortly after she left the hospital, 
numerous white blood cells reappeared in her urine, but 
up to the present te the patient has remained without 
symptoms. 

The hemolytic streptococci isolated from the urinary 
tract in this patient had the following biochemical and 
cultural characteristics: they fermented trehalose and 
sorbitol, grew readily on 40 per cent bile rabbit's blood 
agar, reduced methylene blue milk and, after 3 days’ in- 
cubation in 1 per cent dextrose broth, produced a final 
acidity of pH 4.2. A more recent culture of this patient's 
urine, which was taken February 18, 1937, showed a 
few Group D beta hemolytic streptococci and many colon 
bacilli. 

When the bacteriostatic effects of para-amino- 
benzenesulfonamide were tested in vitro against 
the hemolytic streptococci which had been iso- 
lated from the urinary tract of these 2 patients, 
the following results were obtained. An inoculum 
containing 109 organisms of the strain isolated 
from the first patient multiplied in 20 hours to 
290 million organisms per cubic centimeter in 
broth containing a 1:10,000 concentration of para- 
aminobenzenesulfonamide, while in control broth 
an identical inoculum multiplied to 200 million 
organisms cubic centimeter in the same length of 
time. An inoculum of 16 organisms of the strain 
isolated from the second patient multiplied in 16 
hours to 63 million organisms per cubic centimeter 
in broth containing para - aminobenzenesulfon- 
amide, while in control broth the same inoculum 
multiplied to 72 million organisms. 


EXPERIMENTAL STUDIES 


Earlier experiments,” * which showed that para- 


aminobenzenesulfonamide has a definite bacterio- 
static action upon hemolytic streptococci in vitro, 
were all made with strains belonging to Group A 
(Lancefield). When it was found that the chem- 
ical had no inhibitory effect upon the growth of 
the Group D strains obtained from the urinary 
tracts of the two patients just described, it seemed 
advisable to test its action upon strains belonging 
to a number of the Lancefield groups. Tests were 
accordingly set up with representatives of Groups 
A, B, C, D, E and G. The para-aminobenzene- 
sulfonamide was used in a 1: 10,000 concentration 
in beef infusion, neopeptone broth. The controls 
consisted of the same broth without para-amino- 
benzenesulfonamide. The tests and controls were 
inoculated with equal amounts of the same dilu- 
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tion of culture. Most of the cultures were from 
14 to 16 hours old; a few were older. Most of 
the tests were inoculated with 0.1 cc. of a 1:500,000 
dilution or 0.5 cc. of a 1:5,000,000 dilution. Lower 
dilutions had to be used in the case of the Group E 
strains, since small numbers of these organisms 


TABLE 1. The Effect of Para-Aminobenzenesulfonamide 
Upon the Growth of Various Groups (Lancefield) of 
Hemolytic Streptococci. 





Test Number of Organisms 
Organism (colonies per cc.) 
Developing 
°F £63 £54 
Ms Eee e $5 288s = 
2 5 SES C282 Saha €8 
g § S2h8R5 25 S555 5 
O av SS6 <0 Sa —aA 48 m0 
A JI7A 54 16 14 800 165 million 
C203 O.lcc.of 24 18 3,000 70 ne 
1:500,000 
dilution 
Schw. r 24 18 1,060 100 7 
EIl. is 24 18 4,000 75 > 
B V8 38 20 14 14,000 350 a 
v9 44 14 16 15 million 500 “ 
v9 39 16 1439 “ 355“ 
KI58A 19 20 14 25,000 a 
090 91 21 14 6,000 200 “ 
C Ké6l 28 20 36 <10 345 = “ 
K64 256 16 18 800 199s “* 
K104 180 20 36 950 1200 “ 
K150G 43 20 24 <a fe * 
K158B 22 20 36 1000 «6405s * 
D Cl 55 21 14 265 million 345 “ 
C3 74 16 14 390 =“ — 
C3 46 16 14 250 “ 230“ 
C7 43 21 14 280 “ _— * 


H69D3 123 2. 2 se «is 
H69D11_—:121 21 14 40 “ a 


E K128 124 14 40 60,000 199 rs 
K131 930 20 36 77 million 745 A 

G_ Hav. 21 14 16 2 ™ 1.2 ‘a 
Terg. 140 14 16 8,800 9,900 
J148 31 16 14 100 125 million 
J136 16 14 19 100 = 340 ? 





failed to grow out. The tests were incubated at 
37°C. The period of incubation varied somewhat. 
In the majority of tests it was 14 or 16 hours, 
but again, certain strains did not develop 
in this time and were incubated until growth 
was visible in the control tubes. The approxi- 
mate number of organisms in the inocula was 
determined by making blood-agar pour plates with 
appropriate dilutions, and the amount of growth 
in the tests and their controls was ascertained in 
the same way. 

The results of the experiments are shown in Ta- 
ble 1. Of the 24 strains which were tested, 7 were 
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unaffected by para-aminobenzenesulfonamide. 
These comprised the 5 Group D strains and 2 of 
the 4 Group G strains. It is interesting that suscep- 
tibility to para-aminobenzenesulfonamide appears 
to follow group lines, except that half of the Group 
G strains tested were susceptible and half were re- 
sistant. The 2 resistant strains are minute hemo- 
lytic streptococci, however, while the other 2 are 
large hemolytic streptococci. This difference in 
susceptibility to para-aminobenzenesulfonamide is 
presumably related to fundamental differences in 
the metabolic properties of the various strains. The 
Group D strains, besides their special serologic na- 
ture, are characterized by a distinctive chemical 
behavior, as shown by their ability to reduce 
methylene blue and their exceptionally low, acid 
end point. The minute streptococci of Group G 
exhibit no such chemical peculiarity, but are set 
apart by their extreme smallness. We were unable 
to determine the bacteriostatic effect of para-amino- 
benzenesulfonamide upon the minute hemolytic 
streptococci belonging to Group F because of our 
inability to establish growth in the test mediums 
with small numbers of these organisms. 


DISCUSSION 


The failure of para-aminobenzenesulfonamide 
to exert a bacteriostatic effect upon Group D and 
the minute members of Group G beta hemolytic 
streptococci in vitro is of both theoretical and prac- 
tical importance. The results of the in vitro tests 
show that marked bacteriostatic effects were ob- 
tained when various strains belonging to Groups 
A, C and the larger members of Group G were 
tested. The significance of these variations in the 
various groups of beta hemolytic streptococci is 
not clear, but it suggests that Group D and the 
minute members of Group G hemolytic strepto- 
cocci possess certain chemical or metabolic quali- 
ties which differ from those of the other groups 
of hemolytic streptococci. 


From the clinical point of view, we feel that it 
is important to recognize that Group D hemolytic 
streptococci may infest or infect the urinary tract. 
Previously, these organisms have been considered 
as feeble pathogens in puerperal sepsis, as normal 
inhabitants of the human intestinal tract* and as 
being found in cheese.’ Our observations show that 
they may be transplanted into or may invade the 
urinary tract, and that when this occurs they may 
be regarded as pathogens by clinical observers. 

The failure of Group D hemolytic streptococci to 
respond to the effects of para-aminobenzenesulfon- 
amide in vivo and in vitro leads us to the follow- 
ing conclusion. Before therapy is commenced in he- 
molytic streptococcal infection of the urinary tract, 
we believe that the response of the organisms to 
para-aminobenzenesulfonamide should be tested in 
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vitro. If the chemical exerts a bacteriostatic effect, 
then therapy with this agent is indicated; if it does 
not, treatment with para-aminobenzenesulfona- 
mide will probably be of no avail. By using this 
method of determining the effectiveness of the 
drug, a rational basis of therapy is estabished, and 
the useless administration of para-aminobenzene- 
sulfonamide is avoided. 


CONCLUSIONS 
1. Para-aminobenzenesulfonamide does not pos- 
sess bacteriostatic effects in vitro against Group 


D and the minute members of Group G beta 
hemolytic streptococci. 
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2. As the result of our observations, we believe 
that therapy with this drug is not indicated in 
patients from whose urinary tract Group D 
beta hemolytic streptococci have been isolated. 
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ALTERATIONS OF THE CEREBROSPINAL FLUID SUBSEQUENT 
TO PNEUMOENCEPHALOGRAPHY 


Rosert S. Scuwas, M.D.,* anv T. J. C. von Srorcu, M.D.* 
BOSTON 


ONSIDERING the increasing use of pneumo- 

encephalography, surprisingly little attention 
has been paid to the attendant alterations in the 
cerebrospinal fluid. These alterations are all the 
miore important in that they are quantitatively re- 
lated to the symptoms following encephalography. 
It is the purpose of this report to describe some 
of the alterations of the cerebrospinal fluid that 
are associated with the introduction of air into 
the ventricular and subarachnoid spaces, and to 
compare the respective reactions that follow al- 
ternate ‘and simultaneous replacement encepha- 
lography. 

Alternate encephalography consists in the alter- 
nate withdrawal of cerebrospinal fluid from the 
lumbar (or cisternal) subarachnoid space through 
a single needle and its progressive replacement by 
a given volume of air. Simultaneous encephalog- 
raphy consists in the replacement of cerebrospinal 
fluid withdrawn through one needle, by air si- 
multaneously introduced through a second needle. 
Various methods have been described. The one 
used in this study was the automatic simultaneous 
replacement method for lumbar encephalography.* 

The introduction of air into the ventricular and 
subarachnoid spaces is followed by a series of defi- 
nite reactions. If the patient is not anesthetized, 
a severe, prostrating headache usually begins at 
once. This is generally followed by nausea, sweat- 
ing and alterations of the pulse rate and volume. 
Fever, malaise, vomiting and stiff neck then usual- 
ly ensue. All of these reactions subside within 
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24 to 48 hours, with the exception of a residual 
headache which may persist for several days. Col- 
lapse is infrequent. Coma and death, fortunately, 
are extremely rare sequelae. 


All of these disturbances are associated with an 
aseptic meningeal reaction related to the presence 
of the air (or other gas) in the ventricular and 
subarachnoid spaces. It has been reported that, 
with the exception of helium, the severity of these 
reactions does not appear to be influenced by the 
type of gas used.”* The use of oxygen, however, 
may shorten the reaction, and warm, moist air 
may diminish it somewhat.’ The duration of the 
unpleasant sequelae is greatly diminished by the 
more rapid removal of the air from the ventricular 
and subarachnoid spaces by means of inhalation of 
95 per cent oxygen.* 


LITERATURE 


There can be no doubt that an aseptic meningeal 
reaction exists during and after encephalography. 
Such a reaction has been reported by numerous ob- 
servers, but it has failed to obtain universal apprecia- 
tion. Because of this, many patients have been sub- 
jected to unnecessary treatment for meningitis. 
It has been reported* * * ** that during encepha- 
lography there is a progressive pleocytosis in the 
spinal fluid with 75 per cent polymorphonuclear 
response and 25 per cent lymphocytic and mononu- 
clear reaction. Erythrocytes are reported as being 
not uncommon though appearing irregularly, some- 


*Since this article was submitted for publication R. B. Aird (Arch. Surg. 
34:853 [May] 1937), and H. W. Newman (J. A. M. A. 108:461 [Feb. 6] 
1937) have published studies demonstrating a decided decrease in post- 
encephalographic symptomatology when ethylene or nitrous oxide is substi- 
tuted for air in replacing the cerebrospinal fluid. The resultant roentgeno- 
grams are inadequate when nitrous oxide is used, but are satisfactory 
with ethylene. The use of the latter, being highly explosive, entails no 
small risk. 
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times on account of trauma at the point of punc- 
ture and at other times coming from higher levels. 
It is said that as the fluid approaches ventricular 
composition the total protein decreases and the 
sugar increases slightly. It is further reported that 
both the blood and spinal fluid pleocytoses increase 
to a maximum about 6 hours after encephalog- 
raphy. 
METHODS 

The present investigations were performed on 
59 patients during and subsequent to routine en- 
cephalography. In 34 cases the air was introduced 
by the lumbar route with the usual alternate 
syringe replacement method. In the other 25 cases 
the automatic simultaneous replacement method 
was used." Care was taken to cause as little 
trauma as possible at the point of puncture. In 
addition, a minimum of cranial manipulation was 
used in order to diminish intracranial meningeal 
irritation. The cerebrospinal fluid was examined 
for its cell content, chemical composition and sero- 
logic reactions, previous to the introduction of 
air. These examinations were repeated at first 
after each 10 cc. of air was introduced, and later 
at each 15 minute period during the replacement, 
which took from 45 to 60 minutes. In a small 
group of cases further observations were made 6, 
12, 24, 36 and 48 hours later. 


RESULTS 


In the cerebrospinal fluid of 17 patients, determi- 
nations were made of the chloride,® sugar'® and to- 
tal protein content"’ and gold sol reaction’* during 
and subsequent to encephalography. All deter- 
minations were found to be within normal range. 
The gold sol reaction in 28 samples of cerebro- 
spinal fluid ranged from 10 zeros to 0011221110; 
the latter was associated with an unexplained total 
protein content of 98 mg. per cent. The chloride 
content in 6 samples ranged from 707 to 718 mg. 
per cent. The sugar content in 31 samples ranged 
from 50 to 126 mg. per cent during encephalogra- 
phy, averaging 72 mg. per cent as compared with 
an average of 65 mg. per cent before the intro- 
duction of air. Excepting the single unexplained 
observation of 98 mg. per cent, the total protein 
content in 62 samples ranged from 18 to 80 mg. 
per cent during and after encephalography, aver- 
aging 37 mg. per cent as compared with an aver- 
age of 32 mg. per cent before encephalography. 
The protein content tended to decrease during 
the replacement of cerebrospinal fluid by air, 
which was due, no doubt, to drainage of the ven- 
tricular fluid into the lumbar sac. By the end of 
the procedure it returned to normal, subsequently 
becoming somewhat elevated (70 mg. per cent) 
during the first 12 hours and again returning to 
normal values by 24 hours. 

The numbers of erythrocytes present in the cere- 
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brospinal fluid were completely irregular and re- 
missive during and subsequent to encephalogra- 
phy, suggesting that their presence was due to 
vascular trauma at the point of puncture as well 
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FIG. 1 Comparison of the increases in the total number of leukocytes 
per cu. mm. of cerebrospinal fluid during (A) alternate replacement enceph 
alography (dots indicate the cell counts of 34 specimens from 14 cases 
and the solid line indicates the averages) and (B) simultaneous replacement 
encephalography (crosses indicate the cell counts of 25 specimens from 


10 cases and the dotted line indicates the averages). 


as to intracranial trauma. Erythrocytes were ex- 
tremely rare during automatic simultaneous re- 
placement, whereas the alternating (syringe) 
method was frequently associated with large 
numbers of red blood cells. 

Differential cell counts of 13 samples of cere- 
brospinal fluid demonstrated a response of more 
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FIG. 2. Comparison of the total number of leukocytes per cu. mm. of 
cerebrospinal fluid following (A) alternate replacement encephalography 
(dots indicate the cell counts of 65 specimens from 39 cases and the solid 
line indicates the averages) and (B) simultaneous replacement encephalog- 
raphy (crosses indicate the cell counts of 23 specimens from 13 cases and 
the dotted line indicates the averages). 


than 75 per cent polymorphonuclear cells in all 
earlier samples. There was a tendency for the per- 
centage of polymorphonuclears to increase di- 
rectly proportionate to the total cell count and, 
therefore, with the total volume of air introduced. 
The increase of polymorphonuclears was less pro- 
replacement 


nounced when simultaneous was 
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used. Several days after encephalography, when 
the total pleocytosis was on the decline, the per- 
centage of lymphocytes became greater. 

The total numbers of leukocytes in the cérebro- 
spinal fluids, during and after encephalography 
are presented graphically in Figures 1, 2 and 3. 

From the figures it is to be noted that a leuko- 
cytic pleocytosis of the cerebrospinal fluid was 
present during and subsequent to encephalogra- 
phy, but was much less pronounced when the 
simultaneous replacement method was employed. 
The white cells in the spinal fluid began to appear 
during the first 15 minutes of the procedure, and 
steadily increased as the air was injected (Fig. 1). 
At the end of an hour they averaged 47 cells per 
cubic millimeter in: the alternate replacement 
method, as against 27 cells in the simultaneous re- 
placement method. The maximum cellular reac- 
tion was reached about 6 hours after the injection 
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FIG. 3. Ilustrating the relation between the volume of air used to re- 
place cerebrospinal fluid and the pleocytosis present 6 hours after enceph- 


alography (10 cases). 


of air was begun (Fig. 2). The pleocytosis di- 
minished thereafter, and was nearly gone at the 
end of 48 hours. However, 40 to 50 cells may oc- 
casionally be found in the lumbar spinal fluid 6 
days after encephalography. 

When the sixth-hour cell count was correlated 
with the total volume of air injected, it was ob- 
served that the number of cells increased in pro- 
portion to the amount of air injected (Fig. 3). 
This is in agreement with the observations of 
Davidoff and Dyke™ relative to the increase in 
clinical reaction associated with an increased vol- 
ume of air. 


In all cases in which postencephalographic lum- 
bar punctures were performed, the cerebrospinal 
fluid pressure was found to be normal or below 
its initial level irrespective of the patient’s condi- 
tion. This was also true when the amount of 
cerebrospinal fluid removed was replaced by an 
equal or even greater volume of air. This ob- 
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servation has been confirmed by one of us in an- 
other series of cases.’ ** 


DISCUSSION 


It is of interest that the composition of the blood 
is also altered by encephalography. N. L. Crone, 
in an unpublished study, has observed that a leu- 
kocytosis of the blood occurs after encephalogra- 
phy and is greater when large amounts of air are 
injected. Schaerber* found that the peak of blood 
leukocytosis occurred 6 to 8 hours after encepha- 
lography at the time when the peak of spinal fluid 
pleocytosis occurs. Bradley,’’ in studies on chil- 
dren, has observed a hyperglycemia. This proba- 
bly accounts for the slight increase in cerebrospinal 
fluid glucose. 

It is also noteworthy that 2 to 10 cc. of air in 
the ventricles may be demonstrated by x-ray as 
long as 8 days after encephalography. 

Generally speaking, the severity of the clinical 
reaction to encephalography tends to parallel the 
degree of cellular response in the cerebrospinal 
fluid and not its pressure. This cellular response 
is an index of the meningeal irritation which oc- 
curs, and is dependent upon alterations of the vas- 
cular permeability allowing exudation. The reac- 
tion is due, primarily, to the irritant effect of the 
air. Masserman’® reports that rapid withdrawal 
of large volumes of cerebrospinal fluid will also 
result in a pleocytosis. This is not so marked or 
so prolonged as that associated with the injection 
of even small amounts of air. 

It was noted that encephalography performed 
by the automatic simultaneous replacement 
method was associated with much less evidence 
of meningeal irritation than when the usual al- 
ternate replacement method was used. It has also 
been our experience that the distressing clinical re- 
actions have been much less evident when the si- 
multaneous method was used and that alterations 
of temperature, pulse and blood pressure were less 
marked. There was no difference in the two 
methods with respect to type, volume or tempera- 
ture of the gas used or in the volume or rate of 
replacement of cerebrospinal fluid. There were 
no material differences in the general technic or 
manipulation of the patient, but in the simultane- 
ous method the air was bubbled through sterile 
water, alcohol or bichloride of mercury, and the 
spinal fluid pressure was slowly and steadily de- 
creased and was not allowed to alternate between 
high and low pressures, as is inevitable in the al- 
ternate replacement method. In some cases the 
air was not bubbled through fluid, but this did 
not increase the usual reactions. The significant 
factor would therefore seem to be the dynamic 
differences between the two procedures. 

Alternate replacement entails a reduction of in- 
tracranial pressure as each sample of fluid is with- 
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drawn, followed by an increased pressure with the 
introduction of each volume of air. This results 
in a tendency toward alternate vasodilatation and 
vasoconstriction of the cerebral and meningeal ves- 
sels. This is in effect a “cerebral massage”, and re- 
sults in a hyperemia. The procedure is associ- 
ated with an exudation of cells into the cerebro- 
spinal fluid and a hemorrhagic tendency, as well 
as with a persistent cerebral edema.**** Simul- 
taneous replacement prevents these alterations, 
diminishes the “massage” and is associated cyto- 
logically and symptomatically with less meningeal 
reaction."* 


CONCLUSIONS 


1. A leukocytic pleocytosis occurs in the cere- 
brospinal fluid during the first 15 minutes of 
pneumoencephalography, reaches a maximum 
about 6 hours afterward, usually disappears with- 
in 48 hours, but may occasionally persist for 6 to 8 
days. 

2..:The reaction is predominantly polymorpho- 
nuclear in the first 24 hours. 

3. The severity of the cellular reaction varies 
directly with the volume of air injected. 

4. The occurrence of erythrocytes in the lum- 
bar spinal fluid is not uncommon during and 
after alternate encephalography, but is rarely as- 
sociated with simultaneous replacement encepha- 
lography. 

5. The symptomatic sequelae of encephalogra- 
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phy are quantitatively related to the degree of cel- 
lular reaction, not to the subsequent pressures. 

6. Simultaneous replacement of the cerebro- 
spinal® fluid during encephalography and the in- 
halation of 95 per cent oxygen subsequent to the 
procedure minimize the cellular and symptomatic 
sequelae. 
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SPECIALIZATION IN MEDICINE: A SUBJECT 
FOR UNDERGRADUATE PLANNING 


Hucu Casot, M.D.* 


ROCHESTER, MINN. 


HAT i shall have to say this afternoon is 

wholly in the category of opinion testi- 
mony. This is the sort of testimony given in the 
courts of law by persons who admit that they 
are experts. The weight that the jury gives to 
such testimony depends upon whether what the 
witness says is comprehensible and what the jury 
has had to eat for luncheon. 

The older and generally accepted view in re- 
gard to the education of those who intend to prac- 
tice medicine is briefly as follows: They should 
have a college course of not less than two years, 
commonly of three years, which in the latter case, 
combined with the four years in medical school, 
will entitle them to the degrees of Bachelor of 
Science and Doctor of Medicine. During the 
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college course there is a prescribed amount of 
science, including physics, chemistry and biology, 
which is now pretty uniform for admission to 
most medical schools. It is an accepted doctrine 
that at least one year, and preferably two years, 
of hospital internship should follow the medical 
course. It has also been an accepted view that 
no important alteration of this course should be 
allowed, no matter what the student’s intention 
may be in regard to choice of his field of prac- 
tice, until he has completed his period of intern- 
ship. It has been generally assumed that those 
who intend to enter the general practice of medi- 
cine need no further training than that described 
above, and they are frequently advised to shorten 
their hospital years to one. There has been very 
general agreement with the dogma that no at- 
tempt at special planning is wise until the com- 
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pletion of these prescribed years, which vary from 
. minimum of seven to a maximum of ten. There 
has also been a widely voiced opinion that speciali- 
zation, to any important extent, should be pre- 
ceded by some years of experience in the general 
practice of medicine. 


Changes in the conditions of practice that have 
actually occurred or that may be confidently pre- 
dicted make me question the soundness of this 
view. The youngster who has decided during his 
high-school years to study medicine—a very large 
proportion of medical students do, I believe, come 
to this conclusion before they enter college—is 
now faced with the certainty that he must special- 
ize his practice in one of three ways. He must 
plan to become a general practitioner, in which 
case he will, I suggest, require special training; 
to practice general medicine or general surgery, in 
which case he will undoubtedly aspire to become 
a consultant in his chosen field; or narrow his 
field still further and become a specialist in one 
of the subdivisions of general medicine or general 
surgery. 

I am convinced that if he is to avoid wasting 
valuable time, he must plan his work from the 
time he enters college to the time he enters prac- 
tice somewhat differently, according to which 
field of practice he selects. 


THE FUTURE GENERAL PRACTITIONER 


In these days, when the amount of knowledge 
required of the physician has increased so enor- 
mously over that which was necessary or avail- 
able half a century ago, educational planning from 
an early stage seems to me highly desirable. The 
general practitioner of the future is not, I believe, 
going to be a person similar to the family physi- 
cian or general practitioner of the past. I can- 
not assent to the dogma that the general practi- 
tioner can today deal satisfactorily with the prob- 
lems of diagnosis and treatment of 85 per cent of 
the conditions with which he is faced. Such om- 
niscience seems to me quite beyond the average 
or even the extraordinary human mind. I be- 
lieve that the general practitioner of the future 
must be a person who can size up a situation 
quickly and know when he needs to consult his 
more specialized brother, which will be very much 
more frequently than has been true in the past. 
In order to play this role satisfactorily, he must 
be a very broadly educated person, and it does 
not seem to me safe to assume that he can com- 
plete his formal educational studies in less time 
than that required of his more specialized col- 
leagues. He must be if anything more broadly 
educated and possess a wider background of gen- 
eral knowledge. He need not have so much 
special knowledge. He must be a better judge 
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of environment and have a broader outlook than 
is required of his brothers in narrower fields. He 
must know more of the methods of assisting his 
patients to adjust themselves to their environ- 
ment, and he must be better able to guide them 
in the general conduct of their lives. This seems 
to me to require a different distribution of his 
time in college and in medical school. His col- 
lege course should give him more contact with 
the fields of philosophy, economics, sociology and, 
perhaps, history. He does not need more contact 
with science, and may perchance do well with 
less. I think he ought to entertain the possibility 
of extending his college course beyond four years 
and of taking one additional year in order to 
strengthen his foundations. In the medical school 
he will, of course, have to go with the “carrier belt” 
which will land him, if he is successful, on four 
wheels and with an engine of sorts. However, I 
believe he may wisely use his time in the medical 
school in ways somewhat different from those 
which are desirable for the men who propose to 
specialize. He should shun the time now largely 
wasted in observing surgical procedures, of which 
he can see nothing, should avoid, so far as he can, 
prolonged contact with complicated scientific 
methods and procedures, and should haunt the 
outpatient department. His hospital career should 
be extended beyond its present limit; he should 
perhaps begin with a rotating internship and 
then spend further time in the fields of pediatrics, 
neuropsychiatry and diseases of the chest. I sus- 
pect that not less than three years of hospital ex- 
perience will be desirable and even necessary, for 
I am convinced that the general practitioner of the 
future must be a far better equipped and wiser 
person than he has been in the past. 


GENERAL MEDICINE 


If the student plans to specialize in general 
medicine his college course should, I think, wise- 
ly comprehend four years, but I am quite sure 
that it ought not to go beyond this point, and I 
should not quarrel with those who think well of 
the system of “combined degrees.” His time in 
the medical school should be planned in such a 
way as to give him additional time in gross path- 
ology and biochemistry. His hospital time, it is 
now quite generally agreed, should be nearly as 
long as that required for the narrow specialist, 
namely four or five years. After his first one 
or two years of rather general internship, he should 
be under the immediate influence of masters in 
his general field. I suggest, however, that it would 
be wise for him to spend perhaps one year in a 
much narrower subdivision of the field, such as 
pediatrics, neuropsychiatry or diseases of the lung 
or heart. During this time he should be under 
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the tutelage of a master of this subdivision, and 
should get some insight into what the word “mas- 
ter” means. It will not, of course, be possible for 
him to become himself a master in that short 
period, but he will learn that the master is likely 
to be a humble person, and he will get at least 
some inkling of the fact that, even in the narrow 
field, complete mastery is rarely achieved by any- 
one. 
GENERAL SURGERY 


I have nothing to add in discussing the field of 
general surgery to what I have already said in re- 
gard to the planning of the candidate’s college 
course, which should be similar to that of the stu- 
dent who intends to confine himself to the field 
of general medicine. In the medical school, how- 
ever, I think that the candidate for honors in 
general surgery would do well to spend more 
than the required time on anatomy, to haunt the 
laboratories where he can see gross and surgical 
pathology and to avail himself of every opportu- 
nity to do actual experimental work upon living 
animals. This will tend to show him whether 
he has the manual dexterity which is so desira- 
ble, though perhaps not essential, for the surgeon. 
His hospital experience should comprehend a 
period of five years, and should be at least long 
enough to qualify him to undertake, under ap- 
propriate supervision, the performance of many or 
most of the standard operations of general sur- 
gery. The student would do well to shun the 
highly specialized divisions, such as neurologic 
and urologic surgery, though with the latter he 
should have something more than a bowing ac- 
quaintance. For him, variety of experience is 
perhaps more essential than for his brother in 
general medicine, since it will enable him to ob- 
serve the mistakes that haunt the career of the 
surgeon and thereby, perchance, to avoid perpe- 
trating all of them. 


THE NARROW SPECIALIST 


- In most respects, the training of the specialist 
should be planned much as is that of his col- 
leagues who elect general medicine or general sur- 
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gery. In his hospital years it is important that he 
should have a broad foundation in general medi- 
cine or general surgery before he begins to con- 
tract his field. This may possibly prolong his 
course beyond the five years that I have suggested 
above, since I think that at least two years in the 
broader aspects of medicine or surgery, and per- 
haps better, three, is desirable. From this it fol- 
lows that he may have to extend his course, since 
there are few subdivisions of the surgical field of 
which he can become a master in less than three 
years. For him it will be literally necessary that 
he become a master, though perhaps not a past 
master, in his specialty. He will be required to 
have a very complete knowledge of the particular 
portion of the field of medicine that he has elected, 
and for him, failure to keep abreast of current 
knowledge will be inexcusable. 


SUMMARY 


To sum up, I suggest that the future practi- 
tioner in medicine will be a specialist, meaning by 
that term that he must have some training that 
his colleagues in other fields do not have. I be- 
lieve that the general practitioner must continue 
to be the key man of the practice of medicine, but 
that changing times have required him to be not 
less trained but more broadly trained than his 
more specialized brethren. For those who elect 
general practice, a wide knowledge of the world 
in which they live will be essential, and I sus- 
pect that they ought to be persons superior in 
their outlook upon life to their brethren who 
elect to become masters of some narrow portion 
of the field. The consultant in general medicine 
or in general surgery must carry a heavier broad- 
side than the narrow specialist, though perchance 
not so heavy as that of the general practitioner. 
The narrow specialist should, I think, have more 
of the attributes of the scientist, and for him ac- 
curacy, an investigative turn of mind and schol- 
arly attainments will be desirable. It is here, per- 
haps, that we can most properly expect to find 
those persons who will advance the sum-total of 
human knowledge in their fields. 





FOURTH OF JULY 


The National Society for Prevention of Blindness has 
issued its annual warning to parents regarding the seri- 
ous risk to children’s eyesight from careless use of fire- 
works on the Fourth of July. The National Society advo- 
cates more widespread adoption of the idea of community 
celebrations which include pyrotechnic exhibitions under 
expert supervision. 

“The Safe and Sane Fourth is still an ideal far short of 
attainment,” said Lewis H. Carris, managing director of 
the Society. “An increasing number of cities and states 
are regulating the sale of firecrackers and toy explosives. 
But the ultimate responsibility for the prevention of ac- 
cidents lies with parents, as individuals and as members 
of the community.” 


Mr. Carris called attention to a study of Fourth of July 
fireworks accidents which his organization made, in co- 
operation with the American Museum of Safety, two years 
ago. This study disclosed a total of 6,940 injuries which 
were serious enough to be mentioned in the press. Among 
these were 24 that were fatal, 57 cases of blindness and 
539 eye injuries, 

“There are now in American schools for the blind,” 
said Mr. Carris, “nearly 500 children who lost their 
sight as a result of accidents, chiefly through the use of 
fireworks and air rifles. Each year nearly a thousand 
children suffer accidental eye injuries, and a number be- 
come totally blind. An extraordinary proportion of these 
accidents occur on the Fourth of July and during the 
few days preceding and following.” 
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CASE 23261 
PRESENTATION OF Case 


First Admission, A 42-year-old American house- 
wife was first admitted complaining of weakness. 

The patient had been well until a year before 
entry, when she became rundown, readily fatigued, 
and dyspneic with exertion. There was no edema 
or cough. She visited a physician, who told her 
that she was anemic and prescribed iron and liver 
capsules. These caused rapid improvement, and 
she felt well until 6 months before coming to the 
hospital. At that time she noted a burning, bor- 
ing pain in the midepigastrium which occurred 
before breakfast and about 2 hours after each meal. 
Occasionally she was awakened during the night 
by the pain, which never radiated and was always 
relieved by food, milk or soda. At scattered in- 
tervals during the succeeding period she vomited 
small amounts of bitter greenish material during 
the night, and on occasion was awakened with 
a sense of profound weakness and fear of impend- 
ing death. For 3 months there were fatigability, 
palpitation and dyspnea. Four nights before entry 
she awoke feeling very weak and faint. Subse- 
quent to this incident the pain disappeared, but 
the patient found that she had become too weak 
to carry on her usual activities. She fainted twice 
and remained in bed until entry. The stools, 
which had been normal in appearance, became 
persistently tarry in character, but directly follow- 
ing the last acute episode, she had begun taking 
a tonic which contained iron. 

Physical examination showed a rather pale but 
well-developed and nourished woman in no acute 
discomfort. The left pupil was slightly irregular, 
but both reacted normally to light. The heart 
was not enlarged, and there was a soft, blowing 
systolic murmur at the apex. The blood pressure 
was 120/50. The lungs were clear. No abdominal 
examination was recorded. 

The temperature was 99.6°F., the pulse 90. The 
respirations were 20. 

A gastrointestinal series showed a small ulcer at 
the duodenal cap which rotated toward the anterior 
wall. 
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The patient was placed upon a Sippy regime and 
improved rapidly. Iron medication was admin- 
istered, and the red cell count rose to 4,200,000. 
She was discharged on the seventeenth hospital 
day. 

Second Admission (2 years later). Following 
her discharge the patient continued with a re- 
stricted diet and took “iron pills” daily. For 
about a year after leaving the hospital there were 
recurrent episodes of epigastric discomfort and 
bloody and tarry stools. These attacks, however, 
gradually subsided until 6 months prior to re- 
entry, when for a period of 3 weeks she had daily 
attacks of severe, sharp pain in the right upper 
quadrant, which lasted for an hour or two. There 
were no associated chills, fever, jaundice or vomit- 
ing. She then remained symptom-free, except for 
slight anorexia and weakness, until 3 months be- 
fore returning to the hospital, when the right up- 
per quadrant pain returned. The attacks were 
colicky in nature, frequently recurred two to three 
times daily, and the pain, which was severe 
enough to cause the patient to double up, radi- 
ated to the right side of the back. Attacks oc- 
curred more often after the evening meal but 
never awakened the patient during the night. Be- 
tween attacks a sensation of soreness persisted in 
the region of the right costal margin. There was 
no vomiting, fever or jaundice. Her weight had 
dropped from 148 pounds to 135 pounds during 
the 6 months preceding entry. 


Physical examination showed a well-developed 
and nourished middle-aged woman in no acute 
discomfort. The lungs were clear. The heart 
was normal. The blood pressure was 120/70. 
There were tenderness and spasm in the right 
upper quadrant and a vague sensation of a poorly 
defined mass. Pelvic examination was negative. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine was negative. The 
blood showed a red cell count of 4,200,000, with a 
hemoglobin of 75 per cent. The white cell count 
was 10,000, 75 per cent polymorphonuclears. Two 
stool specimens were examined for blood; one 
showed a 2+ reaction to the guaiac test and the 
other was negative. A blood Hinton test was neg- 
ative. A gastric analysis after histamine showed 
a free acid of 89. A guaiac test on the gastric 
contents was negative. A Graham test showed a 
normally functioning gall bladder with no evi- 
dence of stone. A gastrointestinal series showed a 
small hiatus hernia and thick gastric rugae, but the 
stomach and esophagus were otherwise negative. 
The duodenal cap was markedly deformed, and 
there was pouch formation on the greater curva- 
ture side. There was, however, no evidence of 
activity. The duodenal loop was wide, and there 
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was a pressure defect in its lower horizontal ramus. 
A plain film of the abdomen showed no evidence 
of air beneath the diaphragm. An intravenous 
pyelogram showed no abnormality of the size, po- 
sition or shape of the kidneys, and the findings 
after the appearance of the dye were considered 
clinically insignificant. 

The patient’s temperature fluctuated to 99.8°F., 
but gradually reached a normal level. ‘Tender- 
ness and spasm gradually subsided, and a lemon- 
sized mass became readily palpable in the right 
upper quadrant. This did not move with respira- 
tion, but no note was made as to whether it could 
be moved by the palpating hand. On the ninth 
hospital day a laparotomy was performed. 


DIFFERENTIAL Dracnosis 


Dr. Granttey W. Taytor: It seems to me that 
the symptoms she had at her first entry were en- 
tirely consistent with the diagnosis which was 
made and confirmed by x-ray examination; and 
her response to therapy was the sort one would 
anticipate if that was the diagnosis and the only 
diagnosis fitting her case. She apparently had 
some anemia, which improved, although there is 
no record of what the low point was on admis- 
sion. Her subsequent history begins with the 
follow-up on the original entry, and that also con- 
firms the original diagnosis. 

It seems to me that abruptly, 6 months before 
the second entry, she started a new train of symp- 
toms, which bear no immediate relation to the 
previous disease. This consisted of attacks of sharp, 
severe, right upper quadrant pain, with radiation 
to the back, which were colicky in nature, leaving 
residual soreness after their subsidence. The fact 
that they occurred daily is perhaps a little against 
gall bladder disease, but otherwise the description 
of the symptoms is entirely characteristic of re- 
current attacks of cholecystitis with or without 
stone, tenderness and spasm in the right upper 
quadrant. 

On admission the physical findings are consistent 
with gall bladder disease, and we may assume 
that she had a subsiding cholecystitis. The two 
facts which argue against the diagnosis of chronic 
cholecystitis are, first, that the mass, which was 
finally felt in the right upper quadrant, was not 
movable with respiration, and secondly, that she 
had a normal functioning gall bladder, with no 
evidence of stone, as shown by the Graham test. 
I think, therefore, that we must consider other 
possible explanations for her symptomatology. We 
turn naturally to wonder whether some complica- 
tion of her original ulcer could give rise to the 
clinical picture which she now presents. I can- 
not think of any complication of ulcer which 
could give rise to these severe attacks of colicky 
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pain recurring frequently over a long period of 
time. We see attacks of severe pain during pe- 
riods of penetration or perforation of an ulcer, but 
ulcers do not keep doing it. They are more apt 
to have an abrupt acute episode with perforation 
into the pancreas, which gives rise to a good deal 
of pain. I see no reason why they should give 
recurring attacks of colicky pain. 


We will have an opportunity to see the x-rays 
later, but I do not believe that the pouch forma- 
tion described in the interpretation was the sort 
that we could call a diverticulum, or a perforation 
with abscess; and even if we could, I do not see 
how it could possibly explain the symptomatology 
or physical findings that this patient had. 


Then it is reasonable to wonder whether we 
may be dealing with disease of the pancreas, which 
is one of the organs in that area, and which is 
conspicuously not very movable on respiration and 
has association with other types of pathology in 
the upper abdomen. Could we be dealing with 
chronic pancreatitis due to the ulcer? Chronic 
pancreatitis is rather likely to be secondary to upper 
abdominal pathology elsewhere, usually in the 
biliary tree, but not necessarily so. Could we be 
dealing with a cyst of the pancreas or with neo- 
plasm of the pancreas? All of these things must 
be thought of when an immovable mass is found in 
this area. The story is not suggestive of any of 
these conditions. As a matter of fact, these condi- 
tions do not have very characteristic stories. Pan- 
creatic disease, as we see it, is so frequently asso- 
ciated with biliary tract disease that I should think 
that the negative Graham test would be almost 
as much against disease of the pancreas as against 
disease of the biliary tree. Stones have been de- 
scribed in the pancreatic duct, and these symptoms 
would be consistent with stones in the pancreatic 
duct. However, I do not see how they could give 
rise to the mass which is described. They are 
usually evident by x-ray and are associated with 
some degree of disease in the biliary tract as well. 
Cysts of the pancreas may be secondary to chronic 
inflammation in the pancreas. There is no de- 
scription as to the character or consistency of this 
mass to let us know whether it was a solid tumor 
or a cystic tumor, or whether that could have 
been detected. I think that the points of chief 
interest are to know how much dependence can 
be placed on the negative Graham test,—that is, 
the findings of a normal functioning gall bladder 
without stones,—and how completely we feel that 
that will rule out biliary tract disease. The im- 
movable tumor can be accounted for if we assume 
that she had chronic cholecystitis with adhesions 
of the gall bladder to the abdominal wall. We 
have seen such cases and have been inclined to 
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rule out gall bladder disease because the mass 
did not move, only to find that it was fixed to 
the abdominal wall. My own diagnosis in this 
case I will defer until we have seen the x-rays. 1 
have made up my mind, but they may force me 
to change it. I will reserve my diagnosis for the 
moment. 


X-Ray INTERPRETATION 


Dr. Ausrey O. Hampton: The gall bladder 
films are not here. I think, however, that we are 
justified in taking them at flat face value. I can- 
not see any reason, judging from these films, why 
this patient should have a positive Graham test. 
The duodenal ulcer, as described, is old and in- 
active. This mass is not in the right upper quad- 
rant; it is in the middle of the abdomen at about 
the level of the navel but on the right side of. the 
vertebral column. It is sharply localized, is about 
4 or 5 cm. long, and apparently presses on the 
third portion of the duodenum just before it 
crosses the spine in the region just below the 
ampulla of Vater. This lesion in the duodenum 
looks as if it involved one wall only, and it does 
not appear to be deeply ulcerated. There may be 
a shallow erosion, however. You cannot see the 
mucosal folds. They may be flattened, elevated or 
edematous, or it may be that they are superficially 
eroded. 

Dr. Taytor: You feel that this is a duodenal 
lesion rather than one due to extrinsic pressure? 

Dr. Hampton: The tumor does not appear to 
be primary within the duodenum, although there 
are certain characteristics which suggest it. It 
obliterates one whole wall and ends abruptly. It 
is a localized lesion which involves the wall of the 
duodenum. I do not think that I have seen any- 
thing quite like it. It is not the usual picture of 
carcinoma of the pancreas. 


DiFFERENTIAL DracNnosts (CONTINUED) 


Dr. Taytor: Let us consider the possibilities of 
duodenal pathology which would account for this 
picture. I cannot even think of one, unless we 
have a primary carcinoma of the duodenum, which 
seems farfetched, and of which this picture is not 
characteristic—assuming that there is a character- 
istic picture. We have no real evidence of carci- 
noma of the pancreas. Except for this mass and 
the pressure, I do not think that the characteristic 
evidences of malignant disease are present. I 
should be inclined to think that pancreatitis would 
not be apt to cause a sharply localized deformity 
in the duodenum; that leaves us with cyst of the 
pancreas, which could. However, if we are deal- 
ing with a pancreatic cyst, we would want to have 
the defect a little smoother in outline. The best 
I can say is that she had a tumor of the head of 
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the pancreas, probably a cyst and not malignant. 

Dr. Wyman Ricuarpson: I think someone 
ought to make a diagnosis of gallstones in this pa- 
tient, disregarding the x-ray picture. 

Dr. Hampton: I cannot say that the mucosa is 
normal, as one would expect in the case of a cyst. 
Cyst deformity would not produce that degree of 
irregularity. It would be smooth, as you say, and 
it would not have that general appearance of flat- 
tening out of the mucosa, as though it were eroded 
or elevated. 

Dr. ArtHur W. Aten: Could this be a sub- 
acute perforation from the ulcer, with a localized 
mass causing a defect like that on the third por- 
tion of the duodenum? 

Dr. Hampton: I have never seen one. I think 
that there would be more diffuse spasm in the 


duodenum. It would look more like cancer. 
Dr. Auten: She had slight fever when she 
came in. 


Dr. Tracy B. Mattory: If Dr. Taylor will for- 
give me, I am going to put off the diagnosis until 
we hear from Dr. Jones, who has a very similar 
case. I will give him a broad hint that the diag- 
nosis is the same. 





CASE 23262 


PRESENTATION OF CAsE 


A 56-year-old Canadian millworker was admit- 
ted complaining of weakness and abdominal pain. 

For many years the patient had been troubled 
with gnawing midepigastric pain, which usually 
occurred several hours after meals and was gen- 
erally relieved by the ingestion of food. The pain 
was aggravated by strenuous activity. Six years 
before entry, while working quite hard, the ab- 
dominal discomfort became constant, and he 
noted gradually progressive weakness and pallor. 
Subsequently there was considerable variation in 
the intensity of his symptoms until 4 years prior 
to admission, when the epigastric pain became al- 
most constant and sufficiently severe to cause him 
to walk bent slightly forward. Despite weakness 
he continued with his work. A physician informed 
him that he had pernicious anemia and prescribed 
iron and liver extract. Shortly afterward, while 
walking in the street, he suddenly fell to the 
ground semiconscious. He became very pale, 
sweat profusely, and was too weak to move. He 
was carried to his home where he vomited bile 
and ‘coffee-colored fluid. During the next few 
days he continued to vomit similar material, and 
his stools became coal-black and sticky in consist- 
ency. Although no dietary restrictions were im- 
posed, the patient remained in bed at home for 6 
weeks, after which he was removed to a hospital 
for another 3 weeks. While at the hospital two 
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transfusions were given. About a month after his 
discharge he returned to work. His diet was un- 
restricted, but he was given daily injections of liver 
extract. About 6 months after leaving the hospital 
he again became very weak and pale, vomited 
coffee-grounds material, and passed several tarry 
stools. He was rushed to a hospital, where two 
transfusions were given and large doses of liver 
extract parenterally. Iron was given by mouth, 
and the diet was unrestricted. After 3 weeks he 
was discharged but thereafter had numerous at- 
tacks of midepigastric pain aggravated by coarse 
foods or strenuous activity. Weakness and pallor 
were intermittent and rarely occurred in the ab- 
sence of abdominal pain. During the 6 months 
preceding entry he received daily 6 cc. of liver 
extract intramuscularly, with no effect upon the 
course of what had become progressive weakness 
and pallor. There was pronounced constipation, 
and 4 weeks before admission his physician pre- 
scribed a “rough” diet, consisting of bran and 
other coarse foods. This caused very marked epi- 
gastric pain. There had been a loss of 10 pounds 
in weight during the last 3 months of his illness. 
There had been no sore tongue, nausea or pares- 
thesia. 

Physical examination showed a well-developed 
and nourished middle-aged man with a slight 
lemon tint to the skin. The tongue was coated 
and exhibited a fine tremor. The lungs were clear. 
The heart was normal. The blood pressure was 
115/80. A few small, firm, discrete lymph nodes 
were palpable in both inguinal regions. The ab- 
domen was large and pendulous. The liver edge 
extended four fingerbreadths beneath the costal 
margin and was slightly tender. The spleen was 
not felt. In the epigastrium to the left of the 
midline was a firm, slightly tender, freely movable 
mass, a little smaller than a tennis ball. Rectal ex- 
amination revealed a firm, symmetrically enlarged 
prostate. The remainder of the examination was 
negative. 

Examination of the urine was negative. The 
blood showed a red cell count of 4,300,000, with 
a hemoglobin of 75 per cent. The white cell count 
was 7,100, 68 per cent polymorphonuclears. The 
stools were brownish in color and repeatedly 
gave 4+ reactions to the guaiac test. A gas- 
tric analysis showed a free acid of 89, with a 
total acid of 103. A guaiac test on the gastric con- 
tents was negative. A Hinton test of the blood 
was positive; a Wassermann test was negative. A 
lumbar puncture was negative. The nonprotein 
nitrogen of the blood serum was 21 mg. per cent 
and the serum protein 5.6 gm. per cent. 

An x-ray study of the gastrointestinal tract 
showed no abnormality in the esophagus or stom- 
ach. The rugae of the stomach were slightly 
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wider than usual. The duodenal cap showed a 
large ulcer crater, measuring 1 cm. in diameter, on 
the anterior wall. The films showed a deformity 
of the third portion of the duodenum, and fur- 
ther studies were requested. 

The patient was treated by bed rest and a dietary 
regime. He remained asymptomatic, although it 
was found that the enlarged prostate produced a 
bladder residual of 480 cc. On the tenth day fur- 
ther x-ray films showed that the duodenal ulcer 
had decreased markedly in size. Examination of 
the duodenum showed widening of the descend- 
ing portion with a temporary delay in emptying 
this portion of the intestine. There was a pressure 
defect with infiltration of the wall, involving the 
ascending duodenum over an area of at least 7 cm. 
Within this area there was an irregular ulcera- 
tion. On the evening of the eleventh day the pa- 
tient became nauseated and vomited milk and 
cream previously ingested. About half an hour 
later he vomited 250 cc. of bright red blood. He 
became very pale, sweat profusely, and his blood 
pressure dropped to 80/55. The red cell count of 
the blood rapidly diminished to 2,100,000, with a 
hemoglobin of 60 per cent. During the succeed- 
ing few days the patient suffered several similar 
episodes, although there was no further hematem- 
esis. He was treated palliatively and supportive 
ly and improved gradually. On the twenty-seventh 
hospital day the red cell count had risen to 4,100,- 
000, with a hemoglobin of 75 per cent. Three days 
later a laparotomy was performed. 


DIFFERENTIAL Dracnosis 


Dr. Cuester M. Jones: I have written my diag- 
nosis on the back of this history sheet, so I will 
stick to it and take whatever comes. 

So far as the patient was concerned, both in this 
case and in Dr. Taylor’s, there was one important 
issue, and that was the decision to perform a 
laparotomy. 


I am perfectly sure that I cannot make a flat 
diagnosis and be happy about it, but I believe there 
are certain points that should be brought out. 
There was no justification for a diagnosis of per- 
nicious anemia. If a patient with pernicious anc- 
mia has bleeding from the gastrointestinal tract 
and vomits blood, then he has pernicious anemia 
and gastric polyps which may have become can- 
cerous. Ordinarily we do not see bleeding with 
pernicious anemia, and certainly pernicious anemia 
patients do not have pain of this nature. I think 
the diagnosis has no basis of fact. 

As far as other diagnoses are concerned, obvi- 
ously the man has an ulcer in the first portion of 
the duodenum. The history is fairly characteristic 
up to the point where he has a pain which is so 
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severe as to cause him to bend forward. If that 
s due to duodenal ulcer, then it certainly means 
an ulcer which has gone rather deep and probably 
penetrated into the pancreas. His first hemor- 
rhage, which was 4 years before admission, was 
absolutely characteristic of duodenal ulcer and does 
not make one feel that that diagnosis is unten- 
able. The repeated hemorrhages during the next 
34, years are of some interest; and one must as- 
sume that he had more than one or two, prob- 
ably with oozing a good part of the time, at least 
during the last 6 months before he came into the 
hospital here. That is rather unusual for duo- 
denal ulcer, which usually has a hemorrhage and 
gets over it, and then has another hemorrhage and 
gets over it. The intervals may be very long, but 
we do not get the story, as a rule, that weakness 
and pallor were intermittent and rarely occurred 
in the absence of abdominal pain. The inference 
is that bleeding or oozing is recurring every 2 or 
3 weeks. 

When we come to the physical examination on 
admission, there are several things that are of some 
interest. In the first place, the tongue is not at all 
characteristic of pernicious anemia, in case one 
sull wanted to include that diagnosis. The in- 
guinal nodes may or may not be of interest. 1 
should say, however, that one could give the same 
description in almost any male adult of 56 years, 
and it would probably be of no importance, al- 
though I am not inclined entirely to disregard 
them. I,am interested in the description of the 
liver, which is said to extend four fingerbreadths 
below the costal margin. That is important, and 
would suggest that it was enlarged. Whether 
it was or was not, I do not know, but I am going 
to assume that it was and that it goes with the 
slight lemon tint to the sclerae. However, until we 
form the habit of marking the upper border of the 
liver, saying where it is, we have no right to think 
the liver is enlarged. Since he had a large, pen- 
dulous abdomen, this may be simply a low liver. 
The mass described is said to be to the left of 
the midline, firm, slightly tender, and, I take it, 
more or less globular and smaller than a tennis 
ball. It is in the region of the pancreas. It is also 
in the region of the third portion of the duo- 
denum. It could be in the region of the stomach, 
if the stomach happened to be down a little. The 
only comment at this moment that I want to make 
is that it was associated with a bleeding ulcer in 
the duodenum or stomach, and that it should 
mean cancer until proved otherwise. I do not be- 
lieve that a palpable ulcer is a common enough 
finding to warrant the making of a diagnosis of 
benign ulcer which causes a mass. If we talk to 
the men on the surgical staff, 1 think they will tell 
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us that one can occasionally palpate an ulcer, but 
it is very rare, and that if palpable, it is usu- 
ally malignant rather than benign. I would like 
a surgeon to comment later; but my feeling is that 
we are usually right in saying exploration is de- 
manded whenever we have an ulcer of the stomach 
or duodenum and a mass that is palpable. 

The urine was negative. There was no real 
anemia. The differential blood smear was not 
particularly abnormal. The stools contained oc- 
cult blood, which is not surprising. Gastric analy- 
sis showed a fairly high titratable acidity, which, 
if anything, fits in with the diagnosis of duodenal 
ulcer, although my feeling is that a diagnosis based 
on gastric analysis is not very sound. As a rule 
it is the weakest type of diagnostic evidence we 
have. The important thing is that there was no 
achlorhydria. The guaiac test was negative. The 
Hinton test was positive, the Wassermann nega- 
tive. I suppose one has to say that this patient has 
syphilis until proved otherwise, but I do not see 
any reason for considering syphilis as an explana- 
tion for the symptoms and physical signs. A lum- 
bar puncture was negative. I presume that it was 
done because of the positive Hinton. The blood 
chemistry was normal, except that the serum pro- 
tein was down, but not remarkably so. 


The x-ray studies are interesting. We have two 
examinations. The first one shows increase in the 
size of the gastric rugae and a large, typical duo- 
denal ulcer, and in addition, there is some deform- 
ity in the third portion of the duodenum, which 
was so unusual and so queer that further studies 
were requested. There are two lesions—one which 
fits in with most of the story to date, and then some- 
thing in the third portion of the duodenum, which 
may or may not fit directly into the clinical his- 
tory. The patient was treated as if he had an 
ulcer, and aside from urinary symptoms due to 
a hypertrophied prostate, there was nothing of 
importance. The findings on physical examina- 
tion can be put aside by saying that they ex- 
plain the urinary symptoms but are probably not 
relevant, so far as making a diagnosis is concerned. 
The duodenal-cap ulcer responded to treatment 
and showed diminution in size after 10 days of 
medical treatment, which does not prove that it 
was simply a benign duodenal ulcer, but sug- 
gests it. The duodenum at the second examina- 
tion showed widening of the descending por- 
tion, which may mean dilatation because of ob- 
struction with temporary delay in the empty- 
ing,—a pressure defect and infiltration of the 
wall,—and I take it there must be a change in 
the mucosal pattern in that film involving the as- 
cending portion over an area of at least 7 cm. I 
should think it was near the duodenojejunal junc- 
tion, because they speak of the ascending loop of 
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the duodenum. Therefore, we have two lesions— 
one which would fit in with the gastric part of 
the story, and a second lesion, picked up acciden- 
tally by routine roentgenologic examination. We 
also have the statement that the lesion infiltrates 
the wall of the duodenum and is ulcerated there. 
It is possible that this lesion could contribute to 
his anemia and hemorrhage. His bleeding per- 
sisted under treatment, and for that reason and 
probably because of the lower duodenal lesion and 
also because of a palpable mass, a laparotomy was 
finally decided upon. 

I do not know whether this case is simple or 
more difficult than Dr. Taylor’s. It seems to me 
we have the problem of trying to make a diagnosis 
which will explain upper gastrointestinal tract 
hemorrhage, epigastric pain relieved by food and 
soda, an epigastric mass, a large liver and two 
duodenal lesions. I do not know whether it is 
possible to make one diagnosis fit and am inclined 
to think that it cannot; but I think we should dis- 
regard the possibility of syphilis and discard the 
hypertrophic prostate as entering into this man’s 
picture, from the point of view of gastrointestinal 
hemorrhage, and so forth. If you have two lesions 
and a liver that is enlarged,—if that is a fair de- 
duction from the findings,—with repeated hemor- 
rhages and a palpable mass, then you have to say 
that one of the lesions is malignant. I do not see 
how it is possible to avoid making a diagnosis of 
some type of malignancy. My reasoning may pos- 
sibly be due to the fact that I have always been 
taught that a palpable mass in connection with 
ulcer is malignant until proved otherwise. If you 
can say that the liver is merely low, and if we 
admit that occasionally we palpate an ulcer, then 
we have the right to say that he has two benign 
duodenal ulcers, which occasionally does occur. 
There are cases reported in the literature, but they 
are rather uncommon. It is more common to find 
a gastric and a duodenal lesion than to find two 
duodenal lesions. 

Can we put all of these lesions on one basis? 
Some type of malignant lymphoma would do it 
perfectly well. One of the characteristics of lym- 
phoma of the duodenum is the multiplicity of le- 
sions. And it is also true that we have had pa- 
tients here in the tumor clinic and the gastro- 
intestinal clinic who have had lesions of lymphoma 
in the duodenum that gave a characteristic pic- 
ture of ulcer and that responded to ulcer therapy, 
and we have seen, at autopsy, lymphoma of the duo- 
denum with ulcer in it, in other words, a peptic 
ulcer in a lymphoma. That is within the realm 
of possibility. It seems to me a little more logical, 
however, to say that there are two diseases— 
one an ordinary duodenal ulcer, which is benign, 
and the other a lesion which is causing a deform- 
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ity in the third portion of the duodenum, asso- 
ciated with a crater, and which may be associated 
with hemorrhage. The possibilities are leiomyoma, 
which can produce involvement of the duodenum 
or jejunum, or some slowly growing, malignant 
lesion which became ulcerated and metastasized in 
due course of time; the logical seat of metastases 
is the liver, which would explain the large liver 
and slight jaundice, if it was present. It could 
explain the palpable mass. We also could have 
a palpable mass and an ulcerated lesion in the 
third portion of the duodenum from a cancer of 
the duodenum near the duodenojejunal junction. 
I have had two cases like that within the past 2 
years. They are not common; I do not feel that 
one has a right to make such a diagnosis, but one 
can suggest the possibility. Cancer of the pancreas 
with involvement of the wall and subsequent 
ulceration could do the same thing. That, it seems 
to me, is as far as I can go. Any attempt to make 
an absolute diagnosis is simply futile, and I know 
perfectly well that the chances are that I shall 
be wrong. I think that he has a duodenal ulcer 
which is benign and that he probably has a malig- 
nant lesion in the third portion of the duodenum 
in addition. I do not believe that it is cancer of the 
pancreas and I hesitate between a leiomyomatous 
type of lesion and a primary carcinoma of the 
duodenum itself. 


X-Ray INTERPRETATION 


Dr. Ausrey O. Hampton: This is the ulcer 
in the first portion of the duodenum. It is per- 
fectly benign, with a crater over a centimeter in 
diameter, which at the second examination was 
demonstrated with difficulty. Apparently it healed 
very rapidly. Here is the lesion in the third por- 
tion of the duodenum, which produced a smooth, 
pressure defect. It is about 8 to 10 cm. long and 
has an ulcerated central portion. It connects with 
the duodenum at this point and in this picture 
looks somewhat like a diverticulum, but a diver- 
ticulum would not produce a smooth pressure de- 
fect on each side about 5 cm. in length. I do not 
believe an abscess would do that any more than 
in the other case. It is a smooth defect, not asso- 
ciated with spasm; and I believe there is a slight 
overstatement in the record about the infiltration 
of the mucosa. I would have the same difficulty 
deciding about that here as I did in Dr. Taylor’s 
case. It may be flattened considerably or may be 
somewhat edematous, but I can see the mucosal 
folds on cross section and they are not obliterated 
but intact up to the point of ulceration. 

Dr. Jones: Would you say that there was much 
dilatation ? 

Dr. Hampton: There is dilatation of the prox- 
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imal duodenum, just as in the first case; not a 
creat deal, but definite. It is not an intrinsic tu- 
mor of the duodenal mucosa. I think it must 
be an external tumor pressing into the duodenum, 
involving the wall, and ulcerated at a given point. 


CurnicaL Discussion 


Dr. J. H. Means: I remember this patient quite 
well. At the time he came in we thought the his- 
tory was pretty classical of ulcer with recurring 
hemorrhage, and my recollection is that Dr. Bock 
felt that way about it also. We took the attitude 
that it was too bad he had been looked upon as 
having pernicious anemia for many years when 
what he really had had was peptic ulcer with hem- 
orrhage. I cannot remember about the liver sit- 
uation. Certainly at entry we did not pay much 
attention to it. Whether it was confirmed at the 
second examination, I do not remember. I note 
that the first report from the x-ray department 
mentions the ulcer and also says that films showed 
deformity of the third portion of the duodenum, 
which was not noticed fluoroscopically. It was un- 
fortunate that examinations lasted so long, be- 
cause when he came in he was in pretty good 
shape and could have been operated upon suc- 
cessfully during the first week. Later he had a 
severe hemorrhage which made the operative sit- 
uation poor. 

Dr. ArtHuur W. Aten: I would like to com- 
ment on Dr. Jones’s question about the mass and 
the benign ulcer. I agree with him completely in 
that the only time you feel a mass with benign 
ulcer is when it has perforated and caused a local- 
ized inflammatory process or an abscess around it. 
The penetration of this lesion, or the penetration 
of the duodenum that pokes up into the mass, 
whichever it is, does not seem to me to correspond 
very accurately to the penetrations we see in leio- 
myosarcomas, where the lesion is actually within 
the stomach or within the lumen of the intestine. 
This case gives me a little different impression, as 
if this might be a penetration into a tumor which 
is actually outside of the duodenum. 

Dr. Hampton: That is the general appearance 
of this defect. It does appear as if something were 
perforating into the duodenum. The x-ray pic- 
ture of an extrinsic lesion but with an intrinsic ul- 
ceration corresponds to a leiomyosarcoma. I have 
seen the same type of ulcer, but not so deep, in the 
stomach. I have never seen one in the duodenum. 

Dr. ALLEN: I saw this man and was interested 
in his massive hemorrhage, which I assumed had 
come from the ulcer. The story that we had was 
that it was a bleeding duodenal ulcer and that 
when he improved he should have something done 
about it. 

Dr. Hampton: What did you think of the an- 
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terior wall situation of the ulcer? Do you think 
ulcers of this type are likely to bleed? 

Dr. ALLEN: No, but I see in my note that I 
suggested there might be a posterior ulcer as well. 
They do occur together. 

Dr. Jones: Is it not possible that anterior wall 
ulcers go around and involve the big vessels? The 
x-ray people are not always able to demonstrate 
that. 


Case 23261 
PREOPERATIVE D1AGNosIs 


: 
? Retroperitoneal tumor. 
Dr. GrantLtey W. Taytor’s Diacnoses 


Tumor in the region of the head of the pancreas, 
probably not malignant. 
Duodenal ulcer. 


Anatomic D1aGNoseEs 


Neurogenic fibrosarcoma of the duodenum. 


Duodenal ulcer. 
Case 23262 


PREOPERATIVE DIAGNOSES 


Duodenal ulcer. 
Carcinoma of jejunum. 


Dr. Cuester M. Jones's Diacnoses 


Duodenal ulcer (benign). 
Malignancy of the duodenum (third portion), 
? leiomyosarcoma. 


Anatomic DIAGNOSES 


Operative wound—excision of fibrosarcoma of 
the duodenum. 

Chronic duodenal ulcer. 

Thrombosis of the left spermatic vein. 

Pulmonary tuberculosis, healed. 

Acute endocarditis. 


PaTHOoLocicaL Discussion 


Dr. Mattory: Both these patients were oper- 
ated on and the findings were nearly identical, ex- 
cept for the localization of the lesion, which in the 
second case was about 3 cm. farther along and a 
little bit larger. In each case a retroperitoneal tu- 
mor intimately attached to the wall of the duode- 
num was found. I think it is probably fair to say 
that the tumor was primary in the duodenal wall 
in each case, although in the outer layers of the 
wall. From the surgical point of view both cases 
were pretty desperate. They had had repeated 
severe hemorrhages and were in very poor shape. 
The tumors were adherent to everything in the 
neighborhood, including the renal artery, the re- 
nal veins and, in the second case, the spermatic 
vein; and although each tumor was resected, 
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neither patient survived the operation. The tu- 
mors are almost identical in appearance. They 
are smootth, round balls, one about twice the size 
of the other, and each shows ulceration of the 
mucosa overlying the tumor. Microscopically they 
are both slowly growing, spindle-cell sarcomas—to 
my eye fibrosarcomas rather than _leiomyosar- 
comas; but I am not sure that all pathologists 
would agree with me on that point. 

Each patient did have a separate benign duo- 
denal ulcer anteriorly, not connected with the tu- 
mor. 

Dr. Means: Do you think that the second pa- 
tient bled from the tumor or from the benign 
ulcer? 


Dr. Mactory: 


I think almost unquestionably 


from the tumor; both showed active penetrating 
ulcers in the tumor whereas microscopically the 
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duodenal ulcers appeared relatively inactive at the 
time of death. 

Dr. Means: Do you think that the long story of 
recurring hemorrhages in the second case was all 
on the basis of tumor, or do you think that the 
early part of the history in all probability was 
peptic ulcer? 

Dr. Matrory: I do not believe we can say in 
either case whether the ulcer or the tumor was 
the primary lesion. Both tumors were slowly 
growing, and beth must have been present over a 
matter of a few years. It is not impossible that 
the tumors antedated the ulcers. 

Dr. Jones: Was the liver large in the second 
case? 

Dr. Matiory: It weighed 2,200 gm., which is a 
little large but certainly not four fingerbreadths 


down. I think that it was an “underslung” liver. 
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NEW TYPOGRAPHY 

Tue readers are undoubtedly surprised by 
the change in typography in this issue of the 
Journal. Our former arrangement and type style 
were severely criticized by competent men as be- 
ing “old-fashioned,” “restless” and “jumbled”; and 
since modern typography has greatly improved 
the attractiveness and readability of printed mat- 
ter, there seemed to be no reason why our readers 
should not benefit by the advances that have been 
made. For some months the editorial staff has 
labored to devise a format and to select a type 
face each of which would furnish a more pleasing 
and more legible publication. 

Granjon was chosen as a type face. This was 
designed by George W. Jones, one of England’s 
great printers and is really a modernized form of 
the classic Garamond face. It is well formed, 
sharp and clear and was the most popular face 
among the “Fifty Books of the Year” selected by 
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the American Institute of Graphic Arts for the 
years 1931 to 1937, inclusive. 

By eliminating the center and folio rules and 
by doing away with the majority of black or bold 
face subheadings, a more restful, readable and 
pleasing page has been sought. The changes made 
on the cover are radical but result in an arrange- 
ment which seems much more dignified and useful. 

Beginning with this issue, all numbers of the 
Journal will be copyrighted. This step, which 
entails a certain amount of additional expense, was 
felt to be justified. With the recent increase in 
the number of “abstract” journals, the editors of 
the majority of which do not even ask permission 
to abstract from a noncopyrighted journal, some 
control over the republication of material in the 
Journal seemed desirable. 

To many of our readers these various changes 
will probably seem unnecessary, even inadvisable. 
There is no doubt that for several weeks every- 
thing will appear strange and unfamiliar. In 
time, however, the reader will become accustomed 
to the new pages—then only will it be justifiable 
to compare the new with the old typography. It 
is hoped that at such a time the majority of our 
readers will approve of these changes, which have 
been made in accordance with the most modern 
advances in typography. 





PORTABLE PROPERTY 


Amonc the many characters created by Charles 
Dickens was a Mr. Wemmick, chief clerk for law- 
yer Jaggers in “Great Expectations.” Mr. Wem- 
mick may be recalled as the man with the slit 
of a mouth into which he slid his food as if he 
were posting letters, and also as the man with a 
passion for “portable property.” He contrived to 
receive a memento of some sort from each of 
his firm’s doomed clients before they entered the 
Bailey. Mourning rings, seals, watch chains and 
odd curiosities; these things were prized by Mr. 
Wemmick, in addition to their market or keepsake 
value, for that highly desirable quality of being 
portable. 

How Mr. Wemmick would have rejoiced with a 
modern trailer! Today it would seem to represent 
the ultimate for the ordinary man whose interests 
and desires are best served by portability. Highly 
valued as it doubtless is for this and other quali- 
ties and by many people, the trailer is becoming a 
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problem and a bewilderment to many others. It 
has been referred to in some quarters as a sanitary 
menace, which is a sure sign that it is, in those 
quarters at least, an irritating nuisance. 


The novelty of the trailer problem from the 
point of view of public health is attested by the 
fact that its discussion has not yet reached those 
textbooks which might be expected to seize upon 
it. Neither the recent report of the Massachusetts 
State Health Commission nor the nearly six hun- 
dred pages of Mustard’s new text, “Rural Health 
Practice,” mention this now momentous problem 
by name. The health commission’s report, how- 
ever, carries a recommendation for an act re- 
quiring the licensing of “recreational camps, over- 
night camps and transient homes.” These are de- 
fined for the purposes of the act as “land, whether 
public or private, and whether or not equipped 
with tents, tent houses, huts, cabins, cottages or 
any other shelter used, maintained or held out to 
the public as a place for use for camping, recrea- 
tional and health purposes, or any of such pur- 
poses, by transient guests, whether or not any fee 
is charged for the use thereof.”* If enacted this 
will place the trailer problem where it belongs in 
Massachusetts—in the hands of local boards of 
health. 


Whether the practices of the modern American 
nomad constitute a serious health hazard is open 
to some debate. The uses to which the shady dells 
that line our roadsides are notoriously put is evi- 
dent to anyone who will stop his car long enough 
to explore them. Even with the artistic attractions 
of the filling stations throughout large sections of 
the country, it remained for an uncomfortable 
truck driver to discover a corpus delicti in the 
bushes in the most widely publicized murder of 
this generation. 


The problem of roadside sanitation is not a par- 
ticularly new one. The coming of the trailer brings 
it into the open in what should be a thoroughly 
helpful manner for those who are really concerned 
about the communicable disease mechanisms in- 
volved. Perhaps new patterns of equipment and 
behavior must be devised. If so, let us hope that 
we shall not be entirely deprived of what have 
become storied in American life as the great open 
spaces. In whatsoever measure we are deprived of 
these, so are we deprived of a heritage—and the 


herbs of a continent will not compensate for that. 


*Report of the Special Commission to Study and Investigate Public Health 
Laws and Policies. Section 32 F, page 324, lines 76 to 82. Wright and 
Potter Printing Co., 1936. 
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Case Hisrory- No. 26. Incompiete Tusa 
ABORTION 


Mrs. M. A. F., a 26-year-old white woman, who 
had been married 4 years, entered the Free Hos- 
pital for Women on January 28, 1935, complaining 
of excessive vaginal bleeding during her last men- 
strual period in December, and a subsequent con- 
tinuous slight flow. The patient had a fall in No- 
vember, and menstruated 2 days early, but her 
period was normal (2!4 days, using two to three 
napkins a day). Ten days after her expected men- 
strual period, the patient flowed again, on De- 
cember 21, 5 weeks before she entered the hos- 
pital. The flow came on suddenly, with severe 
lower abdominal cramps, and swelling and “sore- 
ness” of the abdomen. This severe bleeding lasted 
12 days, the patient using twelve pads per day. 
Since then there continued a slight flow, with no 
change at the time of the expected catamenia on 
January 21. This period, however, was accompan- 
ied by pain in the left lower quadrant. 

This patient’s family history showed that both 
her father and mother had mild diabetes, and one 
sister died with a streptococcus infection of the 
throat. Her past history was not significant. Ex- 
cept for attacks of acute indigestion, the last one 
34 years ago, the patient had always been well. 
She had had one child, who was living and 34 
years old. Her menstruation began at 11, was of 
the 30-day type, the flow lasting 24 days and re- 
quiring two to three napkins a day. Since her 
pregnancy 314 years previous to the present illness, 
she had suffered from constipation and had taken 
mineral oil daily. Her present illness began with 
her December menstruation, at which time there 
was excessive bleeding, followed by a continuous 
slight flow and accompanied by pain in the left 
lower quadrant, which had continued up to the 
time of her admission to the hospital. 

Physical examination showed her to be a 
healthy-looking young woman of normal stature 
and with normal distribution of hair and fat. Her 
lungs and heart were normal, as was her abdomen, 
except for some tenderness in the left lower quad- 
rant. There was slight hemorrhoidal pain. At 


*A series of selected case histories by members of the Section will be 
published weckly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the Section. 
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the time of her last catamenia she had severe nose- 
bleeds. Her systolic blood pressure was 90; the 
diastolic, 60. Her hemoglobin was 70 per cent by 
Tallqvist’s scale. The urine was normal except 
for the slightest possible trace of albumin. The 
temperature on admission was 98°F.; the pulse 
was 80; and the respirations, 20. Pelvic examina- 
tion showed moderate lacerations of the cervix 
and the perineum. The uterus, of normal size, 
was in third degree retroversion. There was a 
tender, irregular mass in the left side of the pelvis. 
This mass seemed to be attached to the uterus. 
The diagnosis of ectopic pregnancy was made, and 
laparotomy performed. 

Examination under anesthesia revealed a firm 
but slightly lacerated cervix, with considerable 
relaxation, and a moderate cystocele and rectocele. 
The uterus, in third degree retroversion, was of 
normal size. The right side was negative. The 
same small mass was felt on the left side. The 
cervix was easily dilated. The uterine cavity was 
small, smooth and symmetrical. The curettings 
appeared to be normal. On celiotomy, there was 
found to be a symmetrical enlargement of the left 
tube, near the isthmus, and blood was extruding 
from the tip. A small amount of free blood was 
found in the pelvis. The right tube and ovary 
were normal. The left tube and ovary were 
bound down to the pelvic peritoneum by ad- 
hesions which were easily broken. The appendix 
was sclerosed; it was not removed. The left tube 
and ovary were freed from the pelvis, the sus- 
pensory ‘ligament of the ovary and the broad lig- 
ament were ligated, and the tube removed. An 
Olshausen suspension was done. Convalescence 
was entirely uneventful, and the patient was dis- 
charged on the twelfth day after admission to the 
hospital. 

Examination of the dilated left tube which was 
removed showed it to contain blood clot, fibrin, 
chorionic villi and decidual cells. 


Comment. This is a case of incomplete tubal 
abortion. Like another case of ectopic pregnancy 
previously reported in this series, there was no 
definite history of a missed period—only staining 
with lower abdominal pain and the palpation of a 
mass to enable one to make a diagnosis. 





MISCELLANY 
CONNECTICUT NEWS 


ProposEep DEPARTMENT OF MENTAL HEALTH 


The Connecticut Society for Mental Hygiene is urging 
the passage of a bill creating a Department of Mental 
Health. Connecticut today has 6,500 of its citizens ill 
with mental disease in the three state hospitals for such 
cases at a cost to the taxpayers of $2,500,000 annually. 
There is no central headquarters in the state to co-ordi- 
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nate and integrate the activities or the financial needs of 
these three hospitals. Each superintendent is required to 
fight his own isolated battle with appropriation commit- 
tees at the legislature, as well as to formulate his psychi- 
atric program for the limited geographical area in which 
he works without reference to any program for the state 
as a whole. The proposed Department of Mental Health 
would co-ordinate the curative work of the state hospitals 
and would place increasing emphasis on preventive work. 
The establishment of more community outpatient clinics 
for early diagnosis and preventive treatment would be 
made possible. 





CHANGES IN WoRKMEN’s COMPENSATION AcT 


Amendments to the Workmen’s Compensation Act, in- 
cluding an increase in the minimum allowance for an in- 
jured workman from $5 a week to $7 a week, were 
adopted recently by the House of Representatives. After 
more than a week of delay, while representatives of the 
Connecticut Manufacturers’ Association and the Connec- 
ticut Federation of Labor debated an additional change 
sought by the manufacturers, the bill was taken from the 
foot of the House calendar, and adopted in the form it 
originally left the Judiciary Committee. The additional 
amendment, which finally was not even presented to the 
House, provided that compensation commissioners should 
pass on the bills submitted by doctors for care of injured 
workmen. The law now provides that such bills must be 
paid by employers, and, according to labor leaders, the 
Supreme Court has held that compensation commission- 
ers already have the right to pass on the reasonableness 
of the medical fees. The Federation would not agree to 
give the amendment its support. The bill as adopted 
makes three changes in addition to raising the minimum 
award. It permits awards to be made in cases where 
death has resulted more than two years after the date of 
injury or the date when occupational disease first was 
manifested. It provides that reports of injury may be 
made either to the employer or to a compensation com- 
missioner, instead of both, and it corrects an inconsistency 
in the statute which provided in one place that $100 
could be allowed for a funeral and in another place 
$200. The bill makes the funeral allowance definitely 
$200. 





Dr. Harvey CusHinc REsIGNs 


Dr. Harvey Cushing, Sterling Professor of Neurology 
at Yale University School of Medicine, has resigned at 
the age of 68 to take effect in June. He will continue 
his association with the university as director of studies 
in medical history and will retain the rank of professor. 





1457rH ANNuAL MEETING oF State Mepicat Society 


The Connecticut State Medical Society held its one 
hundred and forty-fifth annual meeting in the Hotel 
Stratfield, Bridgeport, on May 19 and 20. The registra- 
tion of 426 exceeded all previous annual meetings of the 
Society. The program included clinics in the two Bridge- 
port hospitals; papers by leading members of the profes- 
sion from Montreal, Boston, New Haven, New York 
City, Baltimore, Philadelphia and Richmond; sectional 
meetings in anesthesia, obstetrics and gynecology, eye, 
ear, nose and throat, radiology, psychiatry and neurology 
and pediatrics; a meeting of the Connecticut Medical 
Examiners’ Association; a luncheon for the Women’s 
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Medical Society; a luncheon meeting of the county asso- 
ciation secretaries; and a meeting of the American Society 
of Anaesthetists. 

Dr. Howard Kelly, professor-emeritus at Johns Hopkins 
University School of Medicine, now in his eightieth year, 
opened the scientific program with a most entertaining 
paper on “Reminiscences in gynecology.” At the annual 
dinner Dean Bayne-Jones of Yale University School of Med- 
icine and President Angell entertained the members with 
both wit and wisdom. 

The House of Delegates voted to approve only hospital 
prepayment service plans which exclude all services by 
physicians except those rendered by a resident house 
staff. 

The officers elected for 1937-38 are: president, Charles 
H. Turkington, Litchfield; president-elect, Hugh Camp- 
bell, Norwich; first vice-president, Herbert Thoms, New 
Haven; second vice-president, Roy C. Ferguson, Rock- 
ville; administrative secretary, Creighton Barker, New 
Haven; legislative secretary, William L. Higgins, South 
Coventry; secretary on scientific work and editor of 
Journal, Stanley B. Weld, Hartford; treasurer, James R. 
Miller, Hartford. 

The Women’s Society elected the following officers: 
president, Edith McLeod, Niantic; vice-president, Eleanor 
T. Calverley, Hartford; secretary-treasurer, Hilda Crosby 
Standish, Hartford. 

The annual meeting of the Society in 1938 will be held 
at the Hotel Griswold, New London. 





HONORARY DEGREES 


Two prominent Boston physicians have been recently 
awarded honorary degrees by New England colleges. 

Dr. Stephen Rushmore, secretary of the Massachusetts 
Board of Registration in Medicine and a well-known 
gynecologist and obstetrician, was given a doctor of sci- 
ence degree by his alma mater, Amherst College. 

Dr. Harris P. Mosher, Walter Augustus Lecompte Pro- 
fessor of Otology and professor of laryngology at the Har- 
vard Medical School, was awarded a doctor of science 
degree by Colby College. 





SECURITY, PERSONAL AND SOCIAL* 


Social security is a phrase that is on everybody's tongue 
these days. Unfortunately the discussion far too often is 
not pointed at the actual situation, but rather at certain 
more or less political issues that have gathered around a 
group of proposals tentatively put into effect by Congress. 
In such discussions security for the individual and the 
group is usually conceived as though it were purely eco- 
nomic or financial. It is assumed that something of the 
nature of old age pensions or disability pensions will give 
every member of the community not only actual security, 
but also a feeling of security. Now it is true that anyone 
who is without means to purchase food or shelter is not 
“secure” and cannot feel so; and it is necessary that a 
prosperous modern community give due attention to this 
aspect of the problem. But in any modern society the 
group of problems thus indicated is large and complex. 
The question does not begin, nor can it be permitted to 
end, in the purely economic contrivance of old age and 
disability pensions. 

*A Health Message Broadcast given by Elton Mayo, on Thursday, June 10, 


1937, and sponsored by the Public Education Committee of the Massachu- 
setts Medical Society and the Massachusetts Department of Public Health. 
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I do not believe anyone will dispute the statement that 
recently, since the War and possibly before the War, 
there has been an increase of insecurity in civilization. As 
between nations there is actual insecurity of relations and 
a feeling of insecurity. Within any nation the individual 
in his relation with the group also is and feels insecure. 
In both instances the actual insecurity and the feeling re- 
inforce and stimulate each other, so that we seem caught 
in a vicious circle from which it is difficult to break free. 
But such a statement of the modern predicament is too 
general; its illustration demands the context of a particu- 
lar investigation. It can be illustrated by instances taken 
from inquiries in the fields of medicine and industry. 


Leaders of medicine have declared in recent years that 
it behooves the physician when consulted by a patient to 
take account not only of his health,—his bodily condition, 
—but also his social situation—his home and family, his 
work, his association with other people. Dr. George R. 
Minot, in an address to social workers, described the case 
of a man whose organic trouble diminished when he was 
away from home. This seemed to relate itself to the 
fact that for him to be at home was a constant reminder 
of his anxieties. The claim is not that mental worry or 
unhappiness causes illness; it is rather that when a person 
is ill there is not merely one factor of abnormality but sev- 
eral, probably many. And the home and work situations 
will be found to present many such factors, which must 
be duly accounted for, if the patient’s recovery is to be 
complete. 


Any large hospital shows scores of such cases on any 
day when its clinics are open. Organic illness is organic 
illness and is not to be explained away by mere phrases 
such as “worry” or “fear” or “mistaken thinking.” But 
a close study of hospital records will show that pathology 
and poverty are not the only problems a hospital must 
study. The clinical patients tend also to be a curiously 
isolated and friendless collection of persons; civilization 
has in some fashion pushed them aside, thrown them into 
the discard. And very many of their pains and ills can- 
not be completely banished, however good the medical 
organization, unless the social service of the hospital finds 
means of remedying the isolation and loneliness. 


And, in passing, I should like to comment on the ex- 
cellence of the hospital social service in these United 
States. I do not believe that any other country can show 
a more intelligent and more devoted group. If only the 
troubles that appear elsewhere in the social system were 
half as well handled, many political problems would speed- 
ily dwindle to insignificance. One should observe in 
passing, however, that the older civilizations of Europe 
do not face problems of quite the same urgency. There 
is less mixture of peoples, less tendency for individuals to 
wander from their geographic point of origin. It is in a 
sense the urgency of the problem here that has provoked 
the social service response of which I speak—not yet suf- 
ficient, but admirable. 


Industrial investigation points in the same direction. 
Much has been written in industrial textbooks about “re- 
striction of output” by groups of workers. This was at 
first conceived to originate almost as a conspiracy: that is, 
it was supposed to occur by deliberate agreement as a 
practice among workers. This may conceivably have been 
true at some time in some place in the world’s long his- 
tory. But a report by Mathewson of his extensive inves- 
tigations some years ago has made the general truth of 
this idea exceedingly doubtful. For he showed that, in 
many industries employing unorganized workers, restric- 
tion of output was the rule and that there were few, if 
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any, exceptions. A later investigation in Chicago, report- 
ed by Roethlisberger and Dickson, confirmed this. These 
writers showed that restriction will occur even in a fac- 
tory and in a department where the morale is unusually 
high. They also showed clearly that such a group of 
workers experiences a curious general fear of the techni- 
cal organizers and management. This is not personal; the 
group does not believe their officers are hostile to them 
or desirous of exploiting them. Restriction seems rather 
to take form as a fear of the technical function; it is a 
protest by the group against too rapid change. It is a 
conservative attempt to maintain the existing personal re- 
lations between the members of a customary working 
group. It is an effort by the group to protect itself from 
disruption; it is the resistance of routine human associa- 
tion to a too bloodless logic. Mankind apparently abhors 
personal isolation more than any other ill; the individual 
will prefer the sacrifice of almost any economic or finan- 
cial good to the loneliness that ensues upon the disruption 
of routine association with his fellows. 

This ill is characteristic of our modern industrial civili- 
zation; it is the modern world that has invented loneli- 
ness. In the primitive American settlement, and still 
more in the European village, a man tended to spend his 
life among those persons who lived where he was born. 
His house bore a definite relation to other houses, his 
work related itself automatically to the work of others. 
In maturity he contributed his effort to the support of 
the whole group; in infancy and old age the group sup- 
ported him. This statement perhaps exaggerates by rea- 
son of its brevity; perhaps nowhere was there ever quite 
so perfectly human an economy, at least for long. But 
the primitive settlement resembled this economy more 
nearly than we do; as we developed a more complex and 
wealthy society we inadvertently dropped mary human 
values through the meshes of the economic and scientific 
sieve. 

It is only rarely nowadays that a man lives out his 
life in the place where he was born. He does not merely 
settle elsewhere; he tends to keep on moving. His rela- 
tions with other people become brief and tenuous. Dr. 
Plant in New Jersey has shown that near an industrial 
area even those people who have bought and owned their 
houses tend to move out soon; he found that more than 
half the families in a given neighborhood had moved 
away in five years. And this was before the depression 
and during prosperous times. When social organization 
is strong, families do not willingly move. Many illustra- 
tions of this fact can be cited in Europe and in England. 
But in cities and industrial areas the movement is con- 
stant and restless—even in Europe. The city and the in- 
dustrial area have in some way—insufficiently studied at 
present—weakened social organization. In support of this 
statement practically all the interesting discoveries made 
by sociologists of the University of Chicago may be 
cited. 

Now security has not yet been experienced by humanity, 
either in fact or feeling, except in situations and during 
times when a social order is strongly held. In the early 
nineteenth century Le Play compared three types of social 
order he found in Europe: the general happiness and the 
sense of security were decidedly strongest in situations 
where the institution of the family and the inviolability 
of the sacred routines held against change. As change 
became more characteristic of a given group, no matter 
how intelligently planned and executed, the group no 
doubt became wealthier; it also became restless, less 
happy and definitely aware of insecurity. Durkheim, in 
later investigations, called attention to the fact that some 
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of the poorest communities showed the greatest stability 
and belief in their security, even in the hardest of hard 
times. They stood or fell together and found a sense of 
security in the unquestionable unity of the group. 

At this point it may seem that I am about to demand 
a return to more primitive conditions of living. There is, 
in my statement, no such intention. The statement is a 
brief and insufficient collection of evidence to the effect 
that civilization has successfully increased material wealth 
and with this, step by step, has inadvertently also developed 
extensive social privation. It may be that certain individ- 
uals have wide acquaintance with others; it is, however, 
the rule that many of us have a few friends and fewer 
intimates and that in this last respect our situation com- 
pares unfavorably with the situation of our forefathers. 
The remedy is not to go back to simpler ways of living 
but to see that we set out to discover the facts indicated 
by the evidence adduced in this far too dogmatic state- 
ment. In our scientific march we have looked to en- 
gineering, to chemistry, to biology, to economics, to poli- 
tics to help us. We have inquired into everything but 
the human situation. And it is at the moment of the 
highest development of technical facility that our capacity 
for human association and collaboration is failing us. The 
sense of insecurity is no more than an indicator of a 
diminished capacity for working together. 

Our development, in a word, has been lopsided. Rem- 
edies that are based merely upon the economic and finan- 
cial factors are not remedies unless the personal and so- 
cial situation is first clearly understood. Unfortunately 
the necessary investigation has begun only sporadically 
here and there. 

There is a final, and disastrous, illustration of this thesis. 
Small groups that suffer isolation and consequently feel 
insecure tend to be mutually hostile; their attitude to 
the world is that it threatens and is not the source of 
help. This is the position of affairs at Geneva; this is 
the situation in which the nations of the earth find them- 
selves. For so long as we commit ourselves to the theory 
that the sole explanation of history is economic, this patho- 
logic condition of society is not likely to improve; for so 
long as all our thought and effort is given to material 
problems only, our sincerest attempts to achieve harmoni- 
ous living will be vain. Our failure to study and under- 
stand the actual facts of human association is responsible 
for the situation in Europe. An uneasy insecurity is al- 
ways a symptom of a diminished capacity for working 
together. 





PRIZE ESSAY ON THE SOCIAL ASPECT 
OF TUBERCULOSIS 


The International Union against Tuberculosis offers a 
biennial prize of 2,500 French francs in memory of the 
late Professor Leon Bernard, founder and for fourteen 
years secretary-general of the Union. The first award will 
be made in 1938 for an original essay in French or Eng- 
lish on the social aspect of tuberculosis. Essays, typewrit- 
ten or printed and not exceeding 10,000 words, must be 
forwarded by a government or association belonging to 
the Union to the Secretariat of the International Union 
against Tuberculosis, 66 Boulevard Saint-Michel, Paris 
(Vle.), before May 1, 1938. Should the essays submitted 
be of insufficient merit, the prize will not be awarded un- 
til the following year. 

If questions arise in this connection, they may be taken 
up with the Massachusetts Tuberculosis League, 1148 Lit- 
tle Building, Boston. Telephone HANcock 5480. 
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CORRESPONDENCE 


OFFICIAL ACTION OF THE BOARD 
OF REGISTRATION IN MEDICINE 


To the Editor: This is to inform you that at tke meet- 
ing of the Board of Registration in Medicine held June 
10, 1937, it was 

Voted: To suspend for one month from today the 
registration of Dr. John R. Corbett, 792 Main Street, Mel- 
rose, for deceit in connection with testimony in court 
concerning an accident case. 

STEPHEN RusHMorg, M.D., Secretary. 
State House, Boston. 





PARATYPHOID B INFECTION 


To the Editor: May | take the liberty of using your 
columns to call to the attention of the medical profession 
the existence of many cases of paratyphoid B infection in 
Massachusetts due to three isolated outbreaks of some mag- 
nitude. The first of these occurred in April in the 
North Metropolitan area. The second is among students 
of Simmons College, who were infected a day or so be- 
fore the college closed. The third has focused around 
Deerfield, where a large number of persons were appar- 
ently infected as a result of a dinner served at Deerfield 
Academy. The exact number of cases from these three out- 
breaks is still indeterminate, as those exposed had scat- 
tered throughout the country before the first case was 
recognized. Although every effort has been made to 
reach those who were known to have been exposed, there 
is a large grcup that can never be reached. 

Although a few of the cases have shown typical typhoid- 
like symptoms, the majority have shown little more than 
a transient indisposition with or without intestinal dis- 
turbance. In these latter, the total illness has lasted not 
more than two or three days, but Widal tests have been 
positive for paratyphoid B, and stool specimens have 
shown the person to be shedding paratyphoid B organisms 
for a considerable period of time after the cessation of 
symptoms. In another group of cases, there have been no 
symptoms whatsoever, although paratyphoid B organisms 
can be isolated from the stool specimens. 

These latter cases, which are so mild, constitute a defi- 
nite potential menace to the health of the community, as 
they may be the foci from which the disease may spread. 
It is extremely important to recognize as many of these 
as possible lest they infect other members of their fam- 
ilies or infect the public while working as food handlers. 
Therefore, I am calling this matter to the attention of the 
medical profession at this time, in the hope that they 
may keep paratyphoid B infection in mind in dealing 
with these cases of apparently mild illness, especially 
among these groups that were known to be exposed. 

Henry D. Cuapwick, M.D., 
Commissioner of Public Health. 


State House, Boston. 





REGIONAL ILEITIS 


To the Editor: Of interest to clinicians and gastro- 
enterologists particularly should be the early reports on 
regional or terminal ileitis or Combe-Saunders-Aber- 
crombie’s disease. Instances of Crohn-Ginzburg-Oppen- 
heimer’s ileitis (also described by Braun some years ago) 
were reported, with necrospy findings, more than a cen- 
tury ago by Charles Combe and William Saunders, of 
London, and John Abercrombie, of Edinburgh. 
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Combe and Saunders reported a case on July 4, 1806, 
which came to necropsy February 10, 1806, under the 
title, “A singular case of stricture and thickening of the 
ileum” (Medical Transactions, published by the College 
of Physicians in London, vol. IV: page 16, 1813). They 
reported that “the lower part of the ileum, as far as the 
colon, was contracted, for the space of three feet, to the 
size of a turkey’s quill.” The liver, spleen, pancreas, kid- 
neys, stomach, duodenum, jejunum and the upper part 
of the ileum were in a sound and natural state. 


John Abercrombie, in his book, “Pathological and Prac 
tical Researches on Diseases of the Stomach, The Intestinal 
Canal, The Liver, and Other Viscera of the Abdomen” 
(Edinburgh. Waugh and Innes, pages 238 to 263, 1828), 
reports a case (Case 102) of a girl, aged 13, who, about 
a year before her death, began to be affected with pain 
in the abdomen and frequent vomiting. He wrote that 
“the lower end of the ileum, to the extent of about 
eighteen inches, was distended, thickened in its coats, ex- 
ternally of a reddish colour and internally covered by 
numerous well-defined ulcers, varying in size from the 
diameter of a split pea to that of a sixpence. The lungs 
and all other viscera were healthy.” 

Abercrombie discusses various pathologic states of the 
ileum, but none of our clinicians and gastroenterologists 
have referred to these reports by Combe and Saunders 
and by Abercrombie. 

Hyman I. Gotpstein, M.D. 
1425 Broadway, 
Camden, N. J. 





CORRECTION 

To the Editor: 1 wish to bring to your attention an 
article appearing in the May 13 issue of the Journal 
under “Middlesex College Appointment,” on page 857. 
I am a volunteer member of the outpatient departments 
of the Beth Israel Hospital and the Massachusetts Gen- 
eral Hospital, not, as stated, a member of the staffs at the 
above-mentioned hospitals. 

IsraEL Kanacas, M.D. 

483 Beacon Street, 
Boston. 





RECENT DEATHS 


CONLON—Frank A. Con ton, M.D., an eye, ear, nose 
and throat specialist, died on June 23 at his home in 
Lawrence. He was a graduate of Phillips-Andover Acad- 
emy, and the Harvard and University of Vienna medical 
schools. 

Dr. Conlon held memberships in the American College 
of Surgeons and the Massachusetts Medical Society. 





SCANLON — Josepu M. Scanton, M.D., of 476 Pros- 
pect Street, Methuen, died at his home on June 14. He 
was in his fifty-first year. 

Dr. Scanlon, who was an eye, ear, nose and throat 
specialist, graduated from Tufts College Medical School 
in 1914 and served internships at the Boston City Hospital 
and the Carney Hospital. 

He was a member of the Massachusetts Medical Society 
and of the staffs of the Massachusetts Eye and Ear In- 
firmary and the Boston City Hospital. 

His widow, Mrs. Alice M. Scanlon, his mother, Mrs. 
Mary Scanlon, a daughter, and five brothers survive him. 
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JONES—Joun Crark Jones, M.D., of 56 Hawes Street, 
Brookline, died on June 17 in Brookline. He was in his 
eighty-first year. 

Dr. Jones, who was a descendant of an old American 
family and a native of Wisconsin, retired from practice 
in 1918. He was graduated from Wisconsin University 
ind received medical degrees from the Rush Medical 
College in Chicago, Bellevue Hospital Medical College in 
New York and the Harvard Medical School. He also 
studied in London and Vienna. 


Dr. Jones was a retired member of the Massachusetts 
Medical Society, and a member of the American Medical 
Association and of the Masonic Order. 

His widow, Mrs. Anna Winslow Hall Jones, two chil- 
dren and four grandchildren survive him. 





NOTICES 
THE AMERICAN COLLEGE OF PHYSICIANS 


The twenty-second annual session of the American Col- 
lege of Physicians will be held in New York City, with 
headquarters at the Waldorf-Astoria Hotel, April 4-8, 
1938. 

Dr. James H. Means, of Boston, is president of the Col- 
lege, and will have charge of the program of general sci- 
entific sessions. Dr. James A. Miller, of New York City, 
has been appointed general chairman of the session, and 
will be in charge of the program of clinics and demonstra- 
tions in the hospitals and medical schools and of the pro- 
gram of round table discussions to be conducted at head- 
quarters. 





CLINICS FOR CRIPPLED CHILDREN 
IN MASSACHUSETTS, UNDER THE PROVISIONS 
OF THE SOCIAL SECURITY ACT 


Clinic — Date Orthopedic Consultant 
Lowell July 2 Dr. Albert H. Brewster 
Salem July 6 Dr. Harold C. Bean 
Haverhill July 7 Dr. Arthur T. Legg 
Brockton July 8 Dr. George W. Van Gorder 
Gardner July 13 Dr. Mark H. Rogers 


Worcester July 16 Dr. John W. O'Meara 
Pittsfield July 19 Dr. Francis A. Slowick 
Springfield July 21 Dr. Garry deN. Hough, Jr. 
Fall River July 26 Dr. Eugene A. McCarthy 
Hyannis July 27 Dr. Paul L. Norton 





REPORTS OF MEETINGS 


ANNUAL MEETING OF MIDDLESEX SOUTH 
DISTRICT MEDICAL SOCIETY 


The annual meeting of the Middlesex South District 
Medical Society was held in Cambridge at the Hotel 
Continental, on Wednesday, May 12; 202 fellows were 
present. The meeting was called to order by the presi- 
dent, Dr. Sumner H. Remick. The secretary, Dr. Alex- 
ander A. Levi, read a report covering the activities of 
the Society, which had taken place since the last annual 
meeting. 

Dr. Edward Mellus, the treasurer, then read his report, 
which showed total receipts of $976.95, disbursements of 
$933.97, and a cash balance at the end of the fiscal year 
of $1302.94. 
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Following the reading of the report of deceased mem- 
bers by the secretary, Dr. Remick asked the members pres- 
ent to rise and remain in silent prayer out of respect for 
the departed physicians, 


Dr. Lyman S. Hapgood, chairman of the Nominating 
Committee, then presented the ballot, which contained 
the nominations of officers for 1937. It was voted that 
the report be accepted. No nominations were made from 
the floor. The vote was unanimous in favor of the elec- 
tion of all individuals listed on the ballot. 


The list of names of the officers elected is as follows: 
president, Fred R. Jouett, Cambridge; vice-president, 
Dwight O’Hara, Waltham; secretary, Alexander A. Levi, 
Cambridge; treasurer, Edward Mellus, Newton; orator, 
Ransom A. Greene, Waverley; commissioner of trials, 
Edward P. Stickney, Arlington; censors, Fritz W. Gay, 
Malden; Michael J. Shaughnessey, Framingham; Charles 
H. Dalton, Somerville; Joseph C. Merriam, Framingham; 
James W. Sever, Cambridge. 


The meeting was then turned over by Dr. Remick to 
the newly elected president, Dr. Fred R. Jouett, who asked 
members present for a rising vote of thanks in apprecia- 
tion of the services rendered by the past president. 


Luncheon was then served, and following it, Dr. Jouett 
called the meeting to order. He then introduced Dr. 
Charles E. Mongan, president of the Massachusetts Medical 
Society. 

Dr. Mongan stated that he was pleased to inform mem- 
bers that the attendance was the largest which he had 
seen at any of the district meetings. He congratulated 
the Society on its selection of the new president and then 
spoke about legislative matters emphasizing the impor- 
tance of being willing to inform legislators in regard to 
medical matters and to attend legislative hearings. 


Dr. Carl H. Ernlund was next introduced. He delivered 
the annual oration. The title of his paper was “Cancer 
therapy, ancient and modern.” In his paper he outlined 
the various concepts in relation to cancer from early days 
to the present and spoke with particular reference to 
radium and x-ray therapy. The paper was interesting and 
instructive, and was well received. The meeting was 
then adjourned. 





ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


The Essex South District Medical Society's annual meet- 
ing was held on May 12 at the Salem Country Club, 
Peabody. 

Officers for 1937-1938 were duly elected. 


Following the dinner at 7:00 p. m. Dr. Peer P. Johnson, 
of Beverly, described, in a very interesting manner, a re- 
cent visit to Guatemala. Moving pictures of the visit 
were very instructive and entertaining. 

NaTHANIEL P. Breep, M.D., Reporter. 





SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monpay, Jury 5 


Wepnespay, Juty 7— 
t12 m. Clinicopathological conference. Children’s Hospital amphi- 
theater. 
Fripay, Jury 9— 


12 m. Massachusetts General Hospital. Clinical meeting of the staff 
of the Children’s Medical Service. Ether Dome. 
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Saturpay, Juty 10— 
*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 





*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


Jury 6-11—Fifth International Congress of Hospitals. Page 37, issue of 
January 7. 
; SeptemBer 13-17—Fifth International Congress of Radiology. Page 709, 
issue of April 22. 

Octoser 5-8—American Public Health Association meeting. New York 
City. 

Octosrr 9—American Board of Ophthalmology, Chicago. Page 722, issue 
of April 22. 

Ocroser 19, 20, 21—Academy of Physical Medicine. Page 723, issue of 
April 22. 

Ocroser 25-29—American College of Surgeons. Chicago, Illinois. 

NOVEMBER 1-12—1937 Graduate Fortnight of the New York Academy of 
Medicine. Page 1000, issue of June 3. 

Aprit 4-8, 1938—The American College of Physicians. Page 41. 


ian 
— 





BOOK REVIEWS 


Tue Operations or Surcery. R. P. Rowlands and Philip 
Turner. Eighth Edition. Volume II, the Abdomen. 
998 pp. Baltimore: William Wood & Company, 1937. 
$10.00. 

The second volume of this edition is devoted to the 
abdomen, and includes the surgery of the genito-urinary 
organs in both sexes. At the end of the book is a section 
of 40 pages which is devoted to new developments in 
surgery. It discusses such innovations as Whipple’s op- 
eration for carcinoma of the pancreas, radical resection in 
cancer of the esophagus and Stewart's treatment for osteo- 
myelitis. 

The book is edited in a readable style and its clearness 
is much enhanced by a careful division of the material 
under sequential subtitles. There are enough illustrations 
to enable one to follow the description of technic without 
much effort. 

Although much of the book has been rewritten and 
brought up-to-date, there are sections which could well 
have been improved even further. Much of the informa- 
tion in regard to surgery of the stomach and duodenum 
has been taken from the work of the Mayo Clinic, and 
yet no mention is made of the recent excellent book by 
Balfour and Eusterman on this subject. Certainly an in- 
clusion of this work would have helped to clarify the in- 
dications for the different operations that are described. 

The chief merit of this work is its excellent description, 
with indications, of time-honored procedures in surgery. 
Some of the more recent developments are treated in a 
rather cursory manner. In the hands of certain surgeons 
the injection treatment of hernia has had notable success, 
yet the author dismisses it as “prolonged, painful and un- 
certain.” Transurethral prostatectomy is not even con- 
sidered despite the excellent results reported from various 
clinics. The author says, “Partial suprapubic prostatec- 
tomy and all other partial removals are unsatisfactory, 
either immediately, remotely or both.” The section on 
gynecology is far from complete even for a textbook. The 
reviewer found the sections on the pancreas and rectum 
and anus of particular merit. 


SIcKNEss AND INsuRANcE. A Study of the Sickness Prob- 
lem and Health Insurance. Harry Alvin Millis. 166 
pp. Chicago: The University of Chicago Press. 1937. 
$2.00. 

The author approaches the subject of health insurance 
from a somewhat different angle than previous books, as 
the emphasis is placed largely upon the problem of medi- 
cal care rather than economics. The book is divided into 
three chapters intended to answer the following three 
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questions: What is the problem of sickness and what arc 
its dimensions? What has been the attack made else 
where through social insurance and what has been the 
experience with plans placed in effect? What is the role 
of health insurance, in proper co-ordination with the pub- 
lic health service, in a solution of the problem of sickness 
in the United States? 

Chapter I contains very good reviews of the data previ- 
ously published with reference to the incidence of sickness 
and the facilities for medical care. 

Chapter II is an excellent review of compulsory health 
insurance abroad. It contains no new material. 

Chapter III is a discussion of the relative merits of 
voluntary and compulsory health insurance in the United 
States. There are also a historical review of health in- 
surance procedures in this country, especially the earlier 
efforts to pass the bill advocated by the American Asso- 
ciation for Labor Legislation, and a discussion of the Ep- 
stein Bill prepared by the American Association for So- 
cial Security. 

The book ends with a presentation of the Alberta Act 
and its possible adaptation as a measure to meet the prob- 
lem of sickness in the United States. This plan includes: 
(1) an extended and improved public health service; (2) 
an amended Social Security Act so as to provide cash ben- 
efits for wage earners when disabled by sickness as well 
as when unemployed because of lack of work; (3) appro- 
priate tax-supported medical care for special groups; and 
(4) organized medical care of persons in the lower- 
income groups when involved in high-cost illness, with 
the costs met by compulsory insurance contributions and 
tax revenues. 

For those interested in a short review and discussion of 
the subject the book is worth reading. 


THe FUNDAMENTALS OF ELECTROCARDIOGRAPHIC INTER- 
PRETATION. J. Bailey Carter. 326 pp. Springfield and 
Baltimore: Charles C Thomas, 1937. $4.50. 


This little book brings together a series of articles that 
was originally published in the Journal of the American 
Medical Association. It is written as a practical handbook 
for beginners, and, as such, is didactic upon a number of 
points concerning which there are frequent differences of 
opinion among cardiologists. In general, however, the au- 
thor confines himself to the accepted criteria of electrocar- 
diographic interpretation and expresses them clearly and 
simply. It is unfortunate that the illustrations do not come 
up to the descriptions in the text. Some of the common 
abnormalities, such as marked degrees of axis deviation, 
are not illustrated, and the records of the acute stages 
of cardiac infarction are inadequate. The electrocardio- 
grams are uneven in quality and some of them have not 
been reproduced well. In Fig. 124, Lead II is put in back- 
wards, and in Fig. 182, the entire record is upside down. 
Such slips might cause considerable mystification to the 
beginner. 

Like many of the earlier writers on clinical electrocar- 
diography, the author attaches very serious prognostic sig- 
nificance to certain electrocardiographic signs. For in- 
stance, in regard to the expectancy of life in patients 
with T-wave inversion, he quotes the figures of Willius. 
Willius found the duration of life of heart patients with 
T-wave inversion to be distinctly shorter than that of pa- 
tients with the same clinical diagnosis who did not have 
electrocardiograms. Of course, this is to be expected, for 
the patients with more marked evidence of heart disease 
and, therefore, with a shorter expectancy of life would 
be the ones who would be more likely to have electrocar- 
diograms taken. A comparison with a similar group of 
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patients with normal T-waves would have yielded much 
nore significant information. Prognostic criteria based on 
statistics from cardiac clinics are further vitiated by the 
gloomy outlook that attends the average cardiac patient 
who has reached the point of visiting such a clinic. Such 
data have limited practical value from the point of view 
of application to an individual patient. Dr. Carter’s book, 
nevertheless, may be said to be a creditable attempt, on 
the whole, to make this highly technical method under- 
standable and useful to practicing physicians. 





Curonic Inpicestion. A Layman’s Handbook. C. J. Tid- 
marsh. 143 pp. Toronto, London, New York: Long- 
mans, Green & Company, 1936. $1.50. 


The author of this little book has attempted a discus- 
sion of chronic indigestion for the perusal of the layman 
and the physician and has, unfortunately, failed to pro- 
duce something which is entirely satisfactory for either. 
At times his discussion is too detailed for the average lay 
reader, and at times too indefinite to be of real assistance 
to the practitioner. The book contains many loose gen- 
eral statements that cannot be proved and that are, in 
some cases, far from the truth. 

In the discussion of ulcer, which constitutes the larger 
part of the book, the author talks too freely of a cure 
for ulcer, and although he later discusses in some detail 
its recurrence, he leaves the impression that permanent 
cure is a thing to be expected in what is generally accepted 
as a chronic recurrent condition. 

From the point of view of diagnosis and progress, he 
stresses too greatly the importance of occult blood in the 
stools in the case of benign ulcers. The discussion of 
x-ray findings in peptic ulcer adds little, if anything, 
to the value of the book; it is not sufficient to aid the 
practitioner, and is absolutely unnecessary so far as the 
layman is concerned. What is said regarding nervous in- 
digestion, belching, constipation and the so-called un- 
stable colon, is well said and can be read with profit. The 
eradication of focal infection is probably treated with too 
much enthusiasm so far as end results are concerned, and 
the use of mucin and histidine is given undue prominence 
in relation to other methods that are well known and 
that have proved their value. In regard to focal infec- 
tion, the author speaks most casually of the removal of 
the chronic appendix or of the chronic gall bladder. Such 
thinking has already led to much unnecessary surgery, 
and it is unfortunate that the subject should have been 
mentioned without a more critical evaluation of the re- 
sults of such dubious procedures in the treatment of ulcer. 

In spite of certain well-written passages, the book does 
not represent a very solid contribution to the subject, 
from the point of view of either the lay reader or the 
physician. 





Tue Puysiotocicat Basis or Mepicat Practice. A Univer- 
sity of Toronto Text in Applied Physiology. Charles 
Herbert Best and Norman Burke Taylor. 1,684 pp. 
Baltimore: William Wood & Company, 1937. $10.00. 


Co-ordinating courses and co-ordinating professors are 
slowly becoming the fashion in medical education. Here 
is a co-ordinating textbook, the avowed purpose of which 
is to show the connection between clinical phases of medi- 
cine and its more anatomic aspects. 

On the assumption that a knowledge of morbid function 
is of more practical clinical significance than morbid anat- 
omy a clinicophysiologic text has been written. The first 
impression one receives is that a pedagogic blunder has 
been committed; the book is too big, the subject too vast 
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for a first-year medical student. But as one reads, the 
style is found to be lucid and not too fatiguing; the ar- 
rangement is orderly; and the subject matter, in spite of 
its being very complete, is clearly presented. 

All the clinical material of physiology is contained in 
the book, together with the newest information on endo- 
crine glands, vitamins, blood diseases, renal function, and 
so forth. Physics and chemistry are freely resorted to, 
when necessary; and such concepts as the Donnan theory 
of membrane equilibrium come in for their share of 
clinical and laboratory applications. In particular, the 
section on the nervous system can be recommended. The 
anatomy, physiology and a certain amount of pathology 
are clearly and accurately presented, although the authors’ 
enthusiasm for morbid function occasionally allows them 
to say such things as that there are no histologic lesions 
of the central nervous system in vitamin B: deficiency. 
Most of the worthwhile advances on conditioned reflex, 
action currents and chronaxie are included, which brings 
this section extremely up-to-date. 


There are but relatively few original contributions of 
the authors in so great a field, and to this extent, natural- 
ly, the book lacks character. The volume is handsome in 
appearance, is neatly, although none too abundantly, 
illustrated and contains an extensive index and bibliog- 
raphy. It can be recommended to students and others who 
work in the field of physiology. 





Greek Mepicine. Clio Medica. Fred B. Lund. 161 pp. 
New York: Paul B. Hoeber, Inc., 1936. $2.00. 


Dr. Lund has long been a student of Greek medicine 
and, because of his facility in reading both Greek and 
Latin, is particularly able to write a short treatise on the 
subject. He, like very few others, is able to go directly 
to the sources and because of this, he frequently inserts 
his own translations from the classics. It is one of the 
most readable of all the books on this subject, as well as 
being accurate and scholarly. The field is completely 
covered from Hippocrates to Oribasius. There is an ex- 
cellent account of Greek medicine in Rome—Celsus, Pliny, 
Aretaeus, Ruphus, Soranus and Galen. Although the 
chapters are brief, a clear picture is drawn. One only 
wishes for a final chapter to summarize the whole book. 





Les Dents Humaines. Morphologie. E. Marseillier. 140 
pp. Paris: Gauthier-Villars, 1936. 35 Fr. fr. 


This book treats the normal anatomy of human teeth 
from a purely morphologic point of view, and in such 
detail as is needed by the future practitioner for correct 
reconstruction and replacements of the teeth. It contains 
a preface by Dr. L. Frison, directeur of the Ecole Odonto- 
technique in Paris, and consists of three parts. 

he first part deals with the laws that govern the gen- 
eral characteristics of the crowns of all the teeth and the 
special characteristics of the crown of each individual 
tooth. 

In the second part a complete description of each 
permanent tooth is given. The surfaces of the crown, the 
shape of the root, and the confirmation of the pulp 
canals are treated separately, and great care has been 
used in giving normal measurements and the position 
of the tooth in the alveolar bone. A short chapter on the 
relation of the teeth to each other and on the form and 
shape of the normal dental arch is appended. 

The third chapter is reserved for an anatomic description 
of the deciduous teeth. Their position in the jaws and the 
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relation of their roots to the developing permanent teeth 
are given careful consideration. 

The book is well illustrated. The cuts show both the 
right and the left tooth of each type and depict well the 
angles, both in the sagittal and frontal planes, at which 
they are normally placed in the jaws. It is an excellent 
treatise cn the gross anatomy of the teeth but is not of 
broad enough scope; it does not cover the subject matter 
prescribed for the course of oral anatomy by the Cur- 
riculum Survey Committee of the American Association 
of Dental Schools and, therefore, is not useful as a text. 





MepicaL Morats AND Manners. Hubert Ashley Royster. 
333 pp. Chapel Hill: The University of North Caro- 
lina Press, 1937. $2.50. 


This volume consists of a group of articles written by a 
successful surgeon over a period of years, some of which 
are for professional audiences and some for lay audiences. 
The articles seem to be a reiteration of generally accepted 
facts in regard to the medical profession and the conduct 
of a physician in the handling of his problems. 

An interesting footnote calls attention to the fact that 
early in 1905 the author suggested the point brought out 
by Sir William Osler that most of a man’s work was done 
by the age of forty. This publication antedated the re- 
marks of Sir William Osler on this point. 

Of the articles, the one which would perhaps be most 
useful as a stimulant to the medical profession is entitled 
“What the staff's interest means to the hospital.” In 
this short paper he emphasizes how physicians can add to 
the welfare of their hospital by co-operation in the activi- 
ties of the institution. 

The short biographies about several interesting medical 
characters in North Carolina are the most interesting fea- 
tures of the book. 


A Hanp-Book oF Ocutar TuHerapevtics. Sanford R. Gif- 
ford. Second Edition. 341 pp. Philadelphia: Lea 
& Febiger, 1937. $3.75. 

This is the second edition of Dr. Gifford’s book, first 
published in 1933. In this edition are added discussions 
of vitamin and glandular extracts as applied to ophthal- 
mology, contact dermatitis of the lids, certain types of 
keratitis and corneal dystrophy, and a short chapter on 
diseases of the orbit. 

The book is a concise, authoritative and modern guide 
to treatment of eye conditions. It includes brief discus- 
sions of pathogenesis and diagnosis, and discusses sur- 
gery, in so far as it concerns indications for operation, and 
most minor procedures are included in detail. The meth- 
ods are largely based on personal experience of the 
author, although frequent mention is made of the opin- 
ions of other ophthalmologists. 

This little book contains a surprising amount of prac- 
tical, readily accessible information and certainly fulfills 
a real need. No ophthalmologist should be without it, 
and practitioners in other fields of medicine will find it 
a convenient reference. 





Senite Cataract. Methods of Operating. W. A. Fisher. 
Third Revised Edition. 150 pp. Chicago: The H. G. 
Adair Printing Co., 1937. $2.00. 


This is the third edition of Dr. Fisher’s book on senile 
cataract. There are chapters by the late E. Fuchs and by 
Barraquer, Holland, Wright and Van Lint. The author 
discusses his own experience with various types of capsulot- 
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omy and intracapsular extractions—among the latter the 
Smith extraction, the suction method and forceps extrac- 
tion. There is much repetition in preoperative preparation 
and postoperative care. Statistical results are lacking, and 
one is left at a loss as to which method offers the best re 
sults. The illustrations are good, and one is bound to get 
some helpful suggestions from the book. In the opinion 
of the reviewer, cataract surgery is not easily taught by 
textbook. 


A Lasoratory MaANnuat oF PuysioLocicat. CHEMISTRY. 
D. Wright Wilson. Third Edition. 288 pp. Balti- 
more: The Williams & Wilkins Company, 1937. $2.50. 


The present edition of Wilson’s “Laboratory Manual of 
Physiological Chemistry” includes a well-rounded selec- 
tion of qualitative and quantitative procedures capable of 
being carried out by students in any well-equipped lab- 
oratory of physiologic chemistry. 

The experiments have been chosen to provide a broad 
knowledge of the subject; and, where clinically useful 
procedures are described, the ones selected are those of 
proved value. The inclusion of directions for the prepa- 
ration of experimental diets to illustrate dietary deficien- 
cies in animals is useful. 

The book is well organized and adequately indexed. 


DIsEASES OF THE Newsorn. Oxford Medical Publications. 
Abraham Tow. 477 pp. New York: Oxford Univer- 
sity Press, 1937. $6.50. 


This excellent textbook on the newborn goes exhaus- 
tively into the topics of infant feeding, the premature in- 
fant and birth injuries, including all the important re- 
cent contributions to those subjects. Developmental de- 
fects, especially of the skeletal system, are adequately de- 
scribed, and an excellent section on asphyxia of the new 
born is included. The congenital heart lesions are clas- 
sified in an easily understandable manner. The book 
closes with useful chapters on infectious and septic dis- 
eases and diseases of the skin. 


Hemopniiia. Clinical and Genetic Aspects. Carroll 
LaFleur Birch. 151 pp. Urbana: University of Illinois 
Press, 1937. $2.00 paperbound; $2.50 clothbound. 


The best features of this book, which has appeared as 
a “Illinois Medical and Dental Monograph,” are the 
excellent photographic illustrations and genealogic data 
concerning ninety-eight patients with hemophilia. There 
is little, if any, new clinical information. Data collected 
by the author over a period of nine years are analyzed 
with respect to age incidence, life expectancy and other 
vital statistics, and with reference to the location and 
frequency of hemorrhage. The usual spontaneous fluctua- 
tion in the severity of symptoms and in the coagulation 
time of the blood is described. The rarity of hemorrhage 
in the central nervous system and the frequency of 
hemarthrosis are borne out by the author’s experience. The 
question of female hemophiliacs is briefly discussed. The 
bibliography contains twenty-six items. Since the book 
does not deal with recent advances in the knowledge of 
hemophilia or its treatment, it will not be of much in- 
terest to the general practitioner, but may be of some 
value to the specialist in blood dyscrasias or in human 
heredity. 








